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N the medical literature of 1932-1933 post- 

operative pulmonary complications occupied 

an important place in both American and 
European journals and a multitude of compre- 
hensive studies on the subject were presented. 
Emphasis was placed, naturally, upon the preven- 
tion of such complications, their early recognition, 
and their treatment. 

Some years ago practically every chest condi- 
tion that followed an operation, whether within 
hours or days, was promptly labeled ‘ether 
pneumonia”’ and considered an unfortunate but 
unavoidable sequel of general anesthesia. Quite 
a number of the patients developing postopera- 
tive chest complications succumbed and “ether 
pneumonia” became one of the most dreaded 
aftermaths of operation. 

In recent years, as these conditions have been 
studied more carefully, it has become apparent 
that they are not due to the anesthesia per se, 
since patients operated upon under general, rectal, 
intravenous, regional, or local anesthesia all 
share the risk of developing a pulmonary compli- 
cation. Consequently, the expression ‘ether 
pneumonia”’ has become obsolete and the various 
conditions are now grouped under the terms 
“atelectasis,” “pneumonia,” “bronchitis,” “pul- 
monary embolism,” “pulmonary infarction,” 
“pulmonary abscess,” and “‘pulmonary gangrene.” 

King (36), in reviewing a series of surgical cases 
which he studied at the Massachusetts General 
Hospital over a period of two years, reports that 
postoperative pneumonia, pneumonitis, or col- 
lapse occurred in 6.0 per cent of the total number, 


14 per cent of the cases in which a laparotomy or 
herniotomy was done, and 7.2 per cent of those in 
which a thyroidectomy was performed. 

The incidence of such complications varies 
greatly. Trueta Raspall (64), speaking of upper 
abdominal operations, concludes that of patients 
with a normal vital capacity, 2 per cent have pul- 
monary complications following operation, while 
of those with a lowered vital capacity, 72 per cent 
develop such complications. 

ATELECTASIS 

A historical review of atelectasis has been in- 
cluded in most of the papers dealing with this 
subject and the development is sufficiently inter- 
esting and instructive to warrant a brief sum 
mary. Atelectasis was first described by Schenk 
in 1811 as it appeared in babies who died shortly 
after birth. In 1826, Laennec described a similar 
condition found at postmortem examination of 
adults, which he explained as a manifestation of 
asthma. The name “atelectasis’’ was coined by 
Jorg in 1823 from two Greek words, ateles, mean- 
ing incomplete or imperfect, and ekfasis, meaning 
extension or expansion (Bergh 7). In 1844 Le- 
gendre and Bailly were the first to describe 
atelectasis clearly and to separate it from the in- 
flammatory consolidations. They considered the 
collapse due to the retention of bronchial secre- 
tions and imperfect respiratory expansion. Traube 
came to the same conclusion, and Mendelssohn 
showed experimentally that bronchial occlusion 
by foreign bodies causes atelectasis. Fuchs, in 
1849, was the first to suggest that the air distal to 


105 





100 


the obstruction is absorbed into the blood stream. 
Earlier investigators observed that collapse often 
followed occlusion of bronchi by external pressure 
such as occurs in cases of tumor, enlarged lymph 
nodes, and aneurism. Gairdner, in 1850, de- 
scribed a case of collapse caused by a “valve of 
mucus” permitting expiration but not inspiration. 
Barthels, in the period from 1861 to 1867, studied 
bronchial occlusion produced by the membranes 
of diphtheria. In 1878, Lichtheim produced col- 
lapse of the lung after the introduction of lamin- 
aria plugs into the bronchus and studied the 
rapidity of absorption of the different gases of 
which the air is composed. He stated that if the 
pulmonary vessels are ligated, pulmonary col- 
lapse does not follow. 

The first description of atelectasis according to 
the modern conception of a clinical entity 
appeared in the classical works of Pasteur begin- 
ning in 1890. In Pasteur’s opinion the collapse 
was due chiefly to paralysis of the diaphragm and 
respiratory muscles. In 1914, Elliot and Dingley 
suggested that it was due to occlusion of a bron- 
chus by retained secretions. In 1918, Sir Joseph 
Rose Bradford advanced the theory that collapse 
is a result of immobility and retraction of the 
chest wall and diaphragm instead of intrabron- 
chial causes. Brisco (1920) believed it was due to 
pulmonary subventilation following the supine 
position and an abdominal operation. During the 
war he found that atelectasis frequently followed 
gunshot wounds of the chest, either penetrating or 
non-penetrating, but observed no cases following 
injuries of the upper extremities or head. 

In 1925, Scott concluded that atelectasis was 
due either to a reflex constriction of bronchioles 
such as occurs in vasomotor bronchial spasm or to 
an edema of the bronchial mucous membrane 
which obstructed the air passages. 

INCIDENCE. Figures as to the frequency of 
atelectasis as a postoperative complication vary 
greatly. Some investigators consider only mas- 
sive atelectasis while others include also minor 
degrees of atelectasis and hypoventilation. Cases 
are being more readily recognized since the condi- 
tion has been more thoroughly studied and the 
diagnosis has been made more certain by physical 
and roentgenographic examinations. Coinci- 
dentally, however, there has been a decrease in 
the occurrence of collapse due to vigorous efforts 
to prevent it and a clearer understanding of the 
etiological factors involved. Scott and Cutler 
report collapse in 0.6 per cent of postoperative 
cases in which carbon dioxide inhalations were 
not used and in o.2 per cent of cases in which car- 
bon dioxide was administered postoperatively. 
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Pasteur found collapse in 0.8 per cent of cases in 
which an abdominal operation was performed. 

Sutton (61) places the general postoperative 
incidence of atelectasis at from 0.8 to 1.3 per cent 
and the incidence of pulmonary complications in 
general at from 2.3 to 4.4 per cent. He observes 
that some authorities believe that practically all 
pulmonary complications have small areas oi 
atelectasis as a basic lesion. 

Scrimger gives the incidence of postoperative 
atelectasis as 1.3 per cent. Yandell Henderson 
states that atelectasis of some degree is present in 
from 10 to 20 per cent of cases in which operation 
has been performed, while Muller and Overholt 
and Pendergrass have demonstrated by means oi 
skiagrams that some degree of hypoventilation 
occurs after nearly all operations of certain types. 
Mastics, Spitler, and McNamee found 70 per cent 
of all pulmonary complications to be of atelectatic 
origin. 

While opinions as to the etiology of atelectasis 
are still diverse, practically all writers agree that 
the condition is most frequently a result of bron- 
chial occlusion. It has been repeatedly shown ex- 
perimentally that obstruction of a main bronchus 
is followed by rapid absorption of the air in the 
distal part of the lung with resulting atelectasis. 
Bronchial contraction or spasm such as occurs in 
asthmatics must also be considered (Scott and 
Scrimger). The etiological factors can be con- 
veniently grouped as pre-operative, operative, and 
postoperative. 

ETIOLOGY. Pre-operative factors. The presence 
of infections of the upper respiratory tract, bron- 
chitis, or chronic pulmonary disease of any type 
increases the hazard of subsequent collapse (Lu- 
bin, 42; Eliason and McLaughlin, 21). Debili- 
tated patients, senile patients, and patients con- 
fined to bed for long periods pre-operatively are 
more liable to develop collapse than others 
(Bergh, 7). Lubin points out that, even in un- 
anesthetized patients, buccal and nasal secretions 
can be found in the major bronchi after a period 
of several hours. This was demonstrated by the 
studies of William B. Faulkner. Material in the 
bronchi resulting from chronic intrapulmonary 
suppurations gravitates with the position of the 
patient according to the principles of internal 
drainage (Lubin, 42; Faulkner and Faulkner, 23), 
and may readily occlude one or more bronchi. 

Thin secretions will enter minor bronchi, pro- 
ducing patchy atelectasis, while thick viscid se- 
cretions plug larger bronchi, causing the collapse 
of a complete lobe or more (Lubin, 42). 

Pre-operative medication is of importance. 
Morphine tends to diminish the cough reflex and 
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depress respiration and should not be given in 
large doses. Atropin decreases the buccal and 
bronchial secretions, rendering them more viscid 
and difficult to remove. It tends also to increase 
intrapleural pressure as does epinephrin (Prinz- 
metal, Brill, and Leake, 50). 

Operative factors. Recent careful studies have 
proved that the type of anesthetic has no im- 
portant bearing upon the development of atelec- 
tasis as the incidence of the condition is found to 
be practically the same whether the operation is 
performed under local, regional, rectal, nitrous 
oxide, or ether anesthesia. 

The most important factor during operation, 
regardless of the type of anesthesia, is aspiration. 
Any substance aspirated into the bronchial tree, 
whether oronasal secretions, blood, regurgitated 
gastric contents, or a foreign body, gives rise to 
bronchial occlusion of some degree. 

The type of bacteria contained in the oronasal 
or bronchial secretions plays a definite rdle. A 
pneumococcus is practically always present in the 
upper respiratory tract and infects the bronchial 
secretions, increasing their viscosity and enabling 
them to obstruct either large or small bronchi 
(Coryllos, 17). 

A position of the patient during the operation 
which allows secretions to gravitate to one side or 
interferes with the flow of tidal air, increases the 
risk of atelectasis (Bergh, 7). 

The region and type of operation has a direct 
bearing on the incidence of collapse. Abdominal 
operations, particularly operations on the stomach 
and duodenum, are extremely apt to be followed 
by such a complication (King, 36; Balfour and 
Gray, 3; Eliason and McLaughlin, 21). 

Postoperative factors. Hypoventilation results 
from limitation of the respiratory movements by 
pain, reflex inhibition independent of pain, tight 
adhesive strapping or a tight binder, abdominal 
distention with elevation of the diaphragm, paral- 
ysis of the diaphragm, deep narcosis from drugs, 
trauma to the central nervous system, and occa- 
sionally toxicity or debility (Carlson, 13; Prinz- 
metal, Brill, and Leake, 50; Beecher, 6). 

The patient’s position in the early postoperative 
period also plays an important rdéle in the produc- 
tion of atelectasis. A decrease in the tidal air flow 
due to this factor and stagnation of secretions in a 
dependent bronchus due to leaving the patient in 
one position for too long a time promote atelec- 
tasis. Drugs may also play an important réle in 
the production of atelectasis. Morphine, by 
abolishing the cough reflex, prevents the removal 
of accumulated secretions, and atropin renders 
them viscid and difficult to remove. It has been 


repeatedly shown experimentally that occlusion 
of a bronchus plus abolition of the cough reflex 
and limitation of the respiratory excursions will 
cause massive atelectasis (Van Allen, 66; Jackson 
and Jackson, 32; Lee and Tucker). 

SYMPTOMS. The symptoms accompanying ate- 
lectasis are governed by the suddenness of the 
onset of the bronchial occlusion, the size of the 
plugged bronchus, the alteration of intrapleural 
pressure, the disturbance in the position of the 
mediastinal structures, and the amount and the 
virulence of the intrabronchial infection (Faulk- 
ner and Faulkner, 23). A slowly developing 
atelectasis without serious infection may cause 
few symptoms. If highly virulent organisms are 
present, severe symptoms and general toxemia 
are apparent. Gradual changes in the intra- 
pleural pressure and vital capacity are tolerated 
well, but sudden alterations are accompanied by 
severe symptoms. The latter are: a sudden rise in 
the temperature, pulse rate, and respirations, pain 
in the chest, cyanosis, dyspnea, cough, and a 
mucopurulent sputum. The patient usually pre- 
fers to sit up in bed. 

DIAGNOSIS. The diagnosis of atelectasis can be 
made readily from the physical signs supple- 
mented by the findings of roentgenoscopic and 
roentgenographic examinations. As is pointed out 
by many investigators, early diagnosis is most 
important as it permits prompt treatment which 
decreases the chance of serious and possibly fatal 
infection. 

Atelectasis varies in its time of onset. It may 
develop on the operating table, during the first 
few postoperative hours, or from one to five days 
after operation (Lubin, 42). Its early appearance 
is most characteristic and constitutes one of its 
important diagnostic features. 

The typical physical signs are obvious restric- 
tion of the respiratory movements on the side of 
the collapse, dullness over the collapsed area, com- 
pensatory emphysema in the normal lung, dis- 
placement of the mediastinal structures, includ- 
ing the trachea, toward the area of collapse, alter- 
ation in the breath sounds (which may be absent, 
diminished or accentuated), and rales developing 
usually late in the course of the disturbance. 

Overholt points out that abnormal physical 
signs may be elicited after practically all opera- 
tions, especially abdominal operations, and that 
caution must be exercised in their interpretation. 
The physical signs in atelectasis frequently vary 
in the same patient from minute to minute or 
from hour to hour. When the patient moves or 
coughs, dislodgment of the plugs of secretion may 
occur with resulting sudden disappearance of all 
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signs. If the mucus forming the plug is not ex- 
pectorated, it may migrate by gravity and occlude 
a different bronchus, giving rise to atelectasis in 
another part of the same lung or the other lung. 
A further accumulation of secretions may plug 
adjacent bronchi, adding to the extent of the 
original lesion. In bilateral collapse, shifting of 
the mediastinum may not occur. 

The roentgenological findings in atelectasis 
(Manges and Farrell, 44; Van Allen, La Field, 
and Ross, 66; Hawk, Shepard, and Purkiss 27; 
Johnson and Crain, 34), fall into two classes: (a) 
increased density in the affected lung, and (b) a 
displacement of the adjacent viscera. The density 
is of a characteristic homogeneous or “ground 
glass’ appearance due to complete airlessness 
(Van Allen, La Field, and Ross, 66). If the areas 
of collapse are small and multiple they may still 
have the same type of density, but it may be over- 
shadowed by normal lung with vessel and bron- 
chial markings. Most other lesions, particularly 
pneumonia with which atelectasis may be con- 
fused, produce a more heterogeneous shadow due 
to small amounts of residual air. 

Collapsed lung consistently occupies less space 
than normal or inflamed lung in both the inspira- 
tory and the expiratory phase. This is made 
apparent in the roentgenogram by the visible 
shift of all movable structures in the chest and 
chest wall toward the affected lung. The dia- 
phragm is elevated during both phases of respira- 
tion, and part or all of the mediastinum is moved 
toward the collapsed area. If the collapse is pres- 
ent in the upper lobes, the trachea is displaced. 
On the affected side, the ribs are drawn close to- 
gether and somewhat downward, the interspaces 
being thereby narrowed, while on the opposite 
side the interspaces are widened and the excursion 
of the ribs is greater than normal. During respira- 
tion the mediastinum has a lateral motion, moving 
toward the side of the lesion on inspiration and 
away from it on expiration. Slight scoliosis may 
be observed. 

The differential diagnosis of atelectasis from 
pneumonia presents the greatest difficulty espe- 
cially in cases of bilateral and patchy atelectasis. 
Coryllos and Birnbaum believe that pneumonia 
and atelectasis have a common basis. Bowen, ina 
review of the subject in 1928, estimated that prob- 
ably 70 per cent of cases of so-called postoperative 
pneumonia are actually cases of atelectasis. 

Early removal of the bronchial obstruction re- 
sults in prompt return of the roentgen picture to 
normal. When the collapse is prolonged, the re- 
tained secretions become infected and even after 
removal of the occlusion some density may remain. 
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PREVENTION. By far the most important clini- 
cal aspect of atelectasis is prophylaxis. Excep1 
in emergency cases, all operative procedures 
should be postponed in the presence of coryza, 
sinusitis, laryngitis, and bronchitis until these 
conditions have been relieved. Balfour and Gra, 
(3) stress the importance of delaying operation at 
least a week after apparent recovery from an 
acute respiratory infection. Atropin, as com- 
monly given before operation, is useful to diminish 
secretions during operation, but should be used 
sparingly, if at all, postoperatively as it tends 
to thicken secretions and render their drainage 
more difficult. Jackson and Jackson (32) con- 
demn the use of atropin to lessen secretion either 
before, during, or after operation. Potassium 
iodide is often given postoperatively to thin secre- 
tions and to facilitate their removal (Faulkner 
and Faulkner, 23; Lubin, 42). General anesthesia 
should be induced gradually, for when it is in- 
duced quickly it causes increased secretion in the 
mouth and the gasping, straining inspiration 
leads to aspiration of this material (Faulkner and 


\Faulkner, 23). The safest anesthesia is that in 


which the reflexes are retained and the patient 
awakens rapidly after the operation. Local 
anesthesia accompanied by the administration of 
rather large amounts of sedative is not of this 
type. 

Balfour and Gray (3) point out the importance, 
in operations for gastric conditions, of emptying 
the stomach by tube to prevent the squeezing out 
of gastric contents which may be aspirated as 
they roll out of the mouth. 

When an operation is to be performed on a pa- 
tient with known pulmonary suppuration, every 
effort must be made to remove the material col- 
lected in the bronchus and pulmonary cavities as 
completely as possible before the operation. 
Thorough postural drainage should be carried out 
for some time, and if the cavities cannot be emp- 
tied satisfactorily in this manner they should be 
emptied by bronchoscopy (Coryllos, 17; Faulk- 
ner and Faulkner, 23; Lubin, 42). 

The position of the patient on the operating 
table and in bed after the operation must be such 
as to prevent the accumulation of secretions and 
facilitate their drainage. After operation, the 
side not operated upon should be uppermost to 
prevent exudate from spilling into the bronchi 0! 
the good lung. During any operation, the Tren- 
delenburg position, when it is possible, tends to 
drain material outward and prevent its stagnation 
in the bronchi. The Fowler position should never 
be adopted until the patient is fully conscious and 
able to raise sputum. Frequent postoperative 
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change of position is of the greatest value in pre- 
venting the accumulation of secretions in the 
bronchial tree (Coryllos, 17). 

Since reflexes should be kept intact as far as 
possible, deep anesthesia and heavy sedation are 
dangerous. The use of suction by the anesthetist 
during and at the close of the operation is wise. 
For thorocoplasty, Coryllos recommends the use 
of intratracheal insufflation anesthesia combined 
with bronchial suction, for which he has devised 
and described special instruments and technique 
(17). 

Rigorous pre-operative oral hygiene should be 
carried out in every surgical case. Dental sepsis 
and caries should receive attention, and the 
teeth and gums frequently and efficiently cleaned. 
An antiseptic, such as Berwick’s dye, should be 
applied to infected gums. 

Pre-operative vaccination chiefly against strep- 
tococci has been practiced by some and regarded 
as of value in the prevention of chest complica- 
tions (Boiron, 8). Anti-anaérobic vaccines have 
also been used. 

Constant vigilance is necessary to prevent se- 
cretions from remaining in the airways. On the 
operating table they may be removed by suction. 
After the patient has been returned to his room he 
must remove them himself. Consequently he 
must not be unduly narcotized and must be con- 
stantly encouraged to raise secretions by coughing 
and to expectorate them. 

In a few cases in which sufficient material is 
present to cause distress, such as cyanosis, diffi- 
culty in breathing, loud wheezing, and rattling, 
which does not yield to ordinary measures, bron- 
choscopy should be resorted to immediately 
(Jackson and Jackson, 32; Faulkner and Faulk- 
ner, 23). 

Hyperventilation. In the prophylaxis of pul- 
monary complications great emphasis has usually 
been placed on hyperventilation. This is most 
readily obtained by the administration of carbon 
dioxide which increases both the rate and the 
depth of respiration (King, 37; Eliason and Mc- 
Laughlin, 21). Bergh gives an interesting sketch 
of the history of the use of carbon dioxide and 
discusses its present use and value. He ascribes 
its beneficial effect to deeper and more rapid 
breathing which maintains the thorax in a state of 
greater expansion, thus tending to open atelectatic 
areas. In addition, it causes more violent move- 
ment of the tracheobronchial tree and tends to 
dislodge mucus. However, as its effect is transi- 
tory, disappearing when the inhalations of the 
gas cease, the administrations must be repeated at 
lrequent intervals. Carbon dioxide inhalation at 


the close of an operation has the advantage also 
of hastening the return to consciousness. It is 
therefore particularly useful after ether anes- 
thesia (Cutting, 18). Prinzmetal, Brill, and 
Leake (50) have found that intrapleural pressure 
produces pulmonary subventilation. Factors 
causing increased intrapleural pressure are an- 
esthesia, abdominal incision, traction on ab- 
dominal viscera, pressure on the abdomen or chest, 
and certain drugs such as ephedrin. Increased 
intrapleural pressure tends to cause a decrease in 
vital capacity, favor the accumulation of secre- 
tions, and prevent proper lung drainage by facili- 
tating the formation of obstructing mucus plugs 
in the bronchi. The inhalation of carbon dioxide 
lowers the intrapleural pressure, hence being in- 
valuable in counteracting the harmful effect of 
surgery upon the respiratory physiology. Every 
patient recovering from an operation should be 
encouraged to take frequent deep breaths of his 
own volition (Eliason and McLaughlin, 21). 

Carlson (13) and Beecher (6) have reported ex- 
tensive studies of inhibition of respiration as a 
cause of postoperative chest complications. After 
abdominal operations they found a decrease in 
the amplitude of the respiratory excursions and a 
lowering of the vital capacity due to poor ventila- 
tion of the lower lobes. Long periods in one posi- 
tion tend to cause congestion and subventilation 
of the lung. Abdominal distention should be pre- 
vented as it elevates the diaphragm and inter- 
feres with aeration of the lower lobes of the lung. 

In discussing the postoperative use of morphine, 
Bergh advises the administration of this drug in 
sufficient amounts to control pain, as pain leads to 
shallow respiration and unwillingness of the pa- 
tient to raise secretions. The dosage must be kept 
below the point at which the cough reflex is 
abolished. , 

Van Allen and Lindskog point out that cough 
is not effective in dislodging a plug unless air is 
present distal to the plug, and may be defi- 
nitely harmful. They advise that it be allowed 
only in moderation, and that excessive cough be 
controlled by narcotics. Coryllos and Birnbaum 
believe that cough is the most valuable natural 
defense of the lungs, and that even though it may 
not dislodge a bronchial plug it cannot draw it 
further into the bronchial tree. They contend 
that viscid sputum does not act like more liquid 
substances such as lipiodol. 

TREATMENT. Postoperative collapse can be 
prevented and is amenable to treatment. When 
these facts become more generally recognized, 
pulmonary complications will be appreciably 
diminished. The chief essential in treatment is 
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early differentiation of the condition from pneu- 
monia in order that proper treatment may be 
instituted promptly. 

The aims in treatment are to evacuate bron- 
chial secretions; re-establish air flow to the lung; 
overcome infection; prevent such complications as 
pneumonia, pulmonary abscess, and pulmonary 
gangrene; and institute prompt relief. These 
ends may be attained by postural drainage, pos- 
tural exercise, hyperventilation, the administra- 
tion of expectorants and inhalations, and bron- 
choscopy. 

Postural drainage makes use of the mechanics of 
internal drainage as demonstrated by Faulkner 
and Faulkner (23) and Lubin (42). The patient 
with a plugged bronchus should be turned in a 
position which will allow dependent drainage of 
the involved bronchus according to anatomical 
relationships. Deep breathing, coughing, or 
striking the chest while in this position will usu- 
ally dislodge the plug. It is then important for 
the patient to expectorate all of the material to 
prevent migration and replugging. Sante intro- 
duced the treatment of rolling the patient to dis- 
lodge a plug. Hyperventilation by carbon dioxide 
inhalations has been discussed in the consideration 
of preventive measures. Expectorants which thin 
secretions are of aid in dislodging accumulated 
mucus. If these means fail, bronchoscopy should 
be resorted to promptly as advocated by Jackson 
and Jackson (33) and Lubin (42). When per- 
formed skillfully, bronchoscopy is not a formida- 
ble procedure. 

Lubin points out that occasionally the lung 
fails to clear after the plug has been removed 
bronchoscopically. This occurs in cases in which 
the plug has been present for some time, causing 
the bronchial mucosa to become red and swollen 
and occluding the lumen by edema and, occasion- 
ally, by granulation tissue. Under such conditions 
repeated bronchoscopies with intrabronchial med- 
ication may be necessary before the edema sub- 
sides sufficiently to open the airways. 

Spontaneous recovery in atelectasis is frequent, 
but as a rule is favored by dislodgment of the plug 
by the patient’s movements in bed or by coughing. 

Pneumothorax is advocated by some (Elkin, 
Farris, Habliston, and Scrimger) as a treatment 
for atelectasis to relieve the cardiac embarrass- 
ment incident to the mediastinal shift, but is con- 
demned by others because it increases the intra- 
pleural pressure and exerts every influence to 
preserve the collapse of the lung. 

PROGNOSIS. The outcome in atelectasis is usu- 
ally favorable as the condition is not only prevent- 
able but also readily amenable to proper early 
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treatment. When precautionary measures are 
neglected or adequate treatment is delayed, true 
pneumonia, pulmonary abscess, pulmonary gan- 
grene, or empyema may result. Prolongation of 
collapse is followed by infection of the retained 
secretions. If the virulence of the retained organ- 
isms is high, the exudate becomes more viscid and 
fibrinous, pneumonitis may develop, and pneu- 
monia or a suppurative process may follow. 


PNEUMONIA 


Discussions of postoperative pneumonia over- 
lap those of atelectasis as a clear dividing line be- 
tween the two conditions has by no means been 
established. King (37) finds a small group of 
cases in his series which run the clinical course and 
present the physical and roentgenological signs of 
a true bronchopneumonia. Although this group 
is small, it includes most of the fatal cases. Be- 
tween the cases of frank pneumonia and those of 
frank atelectasis lies a large intermediate group 
which is difficult to classify. The condition in 
the latter is not pneumonia in the medical sense as 
it runs a shorter and less toxic course. Whipple 
has called it “pneumonitis” to denote a pneu- 
monia in which the exudate is caused by a pneu- 
mococcus of low virulence producing small 
amounts of fibrin and therefore quickly absorbed. 
According to Coryllos, the basic feature is col- 
lapse and the sequence of events in the develop- 
ment of postoperative pneumonia is as follows: 
bronchitis, obstruction of a bronchus by exudate, 
atelectasis, pneumonia developing in the collapsed 
area. Many other investigators agree, but are 
inclined to believe that not all pneumonias can 
be explained in this way. 

The development of pneumonia on an atelec- 
tatic basis depends upon prolonged duration of the 
atelectasis and virulence of the organisms in the 
secretions occluding the bronchus. Small areas of 
atelectasis may give rise to a pneumonitis accom- 
panied by the accumulation of pus and mucus in 
the involved bronchus with resulting bronchitis. 
This causes still further obstruction in the bron- 
chial tree and an extension of the process in an 
ever-widening vicious circle. The aspiration of 
infected material during or after operation is 
quite universally conceded to be a factor in the 
production of postoperative pneumonia. In the 
presence of coryza, tracheitis, bronchitis, sinusitis, 
tonsillitis, and chronic pulmonary suppurations 
the secretions are invariably increased by opera- 
tion and may be contaminated with a multiplicity 
of organisms because of the presence of infection 
of the gums and teeth. The aspiration of gastric 
contents produces similar effects (Balfour, 3). 





yer- 
be- 
een 
of 
and 
s of 
oup 
Be- 
e of 
oup 
n in 
€ as 
pple 
neu- 
neu- 
mall 
bed. 


col- 


‘lop- 
OWS: 
late, 
psed 


_ are 


can 


elec- 
f the 
1 the 
as of 
com- 
us in 
hitis. 
9ron- 
in an 
yn of 
yn is 
n the 
n the 
\sitis, 
tions 
pera- 
licity 
ction 
astric 


3). 


MATHES, HOLMAN: POSTOPERATIVE PULMONARY COMPLICATIONS III 


The pneumococcus of Type IV is a common 
inhabitant of the oronasal secretions and in the 
presence of stagnation of secretions this ordinary 
saphrophyte may cause severe bronchitis with a 
characteristic viscid fibrous pneumonic exudate 
or, if its virulence is sufficiently increased, a severe 
generalized cellulitis and massive pneumonia 
(Hawk, Shepard, and Purkiss, 27; Coryllos, 17). 

Infected material already in the lung from a 
chronic pulmonary suppuration may gravitate 
during or after anesthesia to other parts of the 
lung according to the principles of internal drain- 
age and give rise to additional inflammatory proc- 
esses. 

The endobronchial infection set up by the as- 
piration of infected material may extend into 
the lung by the lymphatic route. Balfour and 
Gray (3) point out also the importance of lym- 
phatic drainage from the gastric and duodenal 
regions to the diaphragmatic and sternal lym- 
phatic trunks, and lay particular emphasis upon 
a small group of lymphatics extending along the 
pericardium to the bronchial lymph nodes which 
lie dorsad to the base of the lung. It has been 
shown experimentally that decreased activity of 
the diaphragm retards the lymphatic flow. 
Operations on the upper part of the abdomen 
invariably cause a decrease of diaphragmatic ac- 
tion which in turn leads to hypoventilation of the 
lung bases and stagnation in the diaphragmatic 
lymphatics. Since, following operations on the 
stomach and duodenum, these lymphatics may 
contain organisms, a possible route of infection is 
provided for primary involvement of the dia- 
phragmatic pleura and extension into the lung 
(Trueta Raspall, 64). 

Pre-operative factors predisposing to pneu- 
monia include senility, general debility, and long 
periods in bed before the operation (Lubin, 42). 
Males are affected twice as frequently as females 
(King, 37). The effects of heavy pre-operative 
sedation have been discussed under atelectasis 
and the same considerations pertain to pneumonia. 

Abdominal operations, particularly those in the 
upper part of the abdomen, are followed by a high 
incidence of pneumonia. Other factors predispos- 
ing to postoperative pneumonia are long opera- 
tive procedures, hemorrhage, shock, and exposure 
to cold during and after operation. The type of 
anesthesia does not seem to be a factor. 

The patient’s position on the operating table 
and in bed postoperatively is important. During 
operation, the Trendelenburg position is advis- 
able when possible. Long periods in one position 
lead to congestion of the dependent lung and sub- 
ventilation. Anything leading to subventilation, 


such as position, constricting bandages, pain, and 
deep sedation by morphine, is to be avoided. 

There is also a rather small group of cases in 
which cardiac factors increase the possibility of 
pulmonary difficulty after operation. From a 
study of a group of patients with cardiac condi- 
tions who were subjected to operation, Purks (51), 
concluded that in cases in which the cardiac con- 
dition is well treated congestive heart failure is 
not a very important factor in the causation of 
postoperative death. However, in the presence of 
cardiac conditions postoperative pulmonary in- 
fections are more frequent and are often asso- 
ciated with infarction. 

SYMPTOMS AND DIAGNOSIS. The onset of pneu- 
monia usually occurs later than that of atelec- 
tasis, the symptoms and signs not appearing until 
at least forty-eight hours after operation. Physi- 
cal signs of consolidation are present. In pneu- 
monic. lesions, rales are the earliest findings, 
whereas in atelectasis they do not occur until late 
(Bergh, 7). 

Overholt and Veal (47) call attention to the 
frequency with which, after operations, particu- 
larly abdominal operations, abnormal physical 
signs due to mechanical factors rather than in- 
flammatory changes in the lung may be found in 
the chest. Caution is therefore necessary in the 
interpretation of the signs. 

In the roentgen diagnosis of pneumonia error 
occurs by far most frequently in the differentia- 
tion of the condition from atelectasis. Van Allen 
has shown that areas of pneumonic density always 
present a heterogeneous shadow due to the pres- 
ence of varying amounts of residual air scattered 
throughout the lesion. The congestion and con- 
solidation of early bronchopneumonia are seen as 
hazy streaks or mottling in the lung fields. As 
the consolidation spreads, the opacities increase 
in number, size, and density and become more 
confluent. However, even at the height of the dis- 
ease, careful scrutiny discloses faint mottlings 
rather than a completely uniform density. An- 
other factor of prime importance in the roent- 
genographic diagnosis of pneumonia is the space- 
occupying properties of the infected lung. In a 
lung infected with pneumococci Van Allen and 
Wu demonstrated that the volume of the infected 
area was about normal during expiration and fre- 
quently smaller than norma! during inspiration. 
The roentgenographic characteristics of a pneu- 
monic process can be based upon this observation. 
The hemi-diaphragm may be elevated on inspira- 
tion but not on expiration. There is usually no 
mediastinal or tracheal shift in pneumonia. A 
slight shift may be noted at the height of inspira- 
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tion but never on expiration (King, 37; Van Allen, 
La Field, and Ross 66). 

The prophylactic measures to be considered for 
the prevention of postoperative pneumonia are 
practically identical with the measures to be con- 
sidered for the prevention of atelectasis. The 
pre-operative requirements are: (a) the eradica- 
tion of infections of all types as far as possible; 
(b) postponement of operation, except in emer- 
gency procedures, in the presence of acute respira- 
tory infections; (c) the emptying of pulmonary 
cavities by posture or bronchoscopy; and (d) im- 
provement of the patient’s general condition. 
Ingelmund (29) uses a nasal spray or suprarenal 
preparation as a preventive measure. 

At operation everything must be done to pre- 
vent excess secretion and the aspiration of noxious 
substances. Negus (46) points out that an excess 
of mucus, an alkaline reaction, and certain an- 
esthetics paralyze the cilia of the respiratory 
tract, thereby destroying their protective action 
in the removal of substances. The importance of 
a rapid, atraumatic surgical technique and a con- 
stantly warm atmosphere are stressed. Coryllos 
(17) emphasizes the value of diathermic heating of 
patients undergoing thorocoplasty. 

The anesthetic chosen seems to be of very little 

importance as long as deep narcosis is avoided. 
Hyperventilation at the close of operation is now 
extensively employed. 
; The postoperative precautions indicated in- 
clude the maintenance of bodily warmth and fre- 
quent changes of the patient’s position to prevent 
stasis of secretions and of the circulation. Ex- 
cessive sedation should be avoided. Carbon di- 
oxide inhalations may be advisable during the 
first postoperative days. Coughing, expectora- 
tion, and deep breathing exercises should be 
encouraged. Factors leading to hypoventilation, 
such as distention, should be combated when 
necessary, and constricting dressings and posi- 
tions avoided. 

TREATMENT. The treatment of pneumonia is 
far less satisfactory than that of massive atelec- 
tasis and its results are certainly less spectacular. 
Changing the patient’s position and deep breath- 
ing exercises (Lemley, 41; Eliason and McLaugh- 
lin, 21) are employed to prevent spread of the 
inflammation by the stagnation of infected secre- 
tions in the subventilated pulmonary tissue. 
The venous congestion of the dependent portion 
of the lung likewise leads to spread of consolida- 
ion (Bandera, 4). 

The administration of oxygen, preferably by 
means of an oxygen tent, relieves dyspnea and 
decreases cyanosis (Bandera, 4). Carbon dioxide 


inhalations are used therapeutically as well as 
prophylactically to combat hypoventilation and 
stagnation of bronchial exudate (King, 36; 
Prinzmetal, Brill, and Leake, 50; Balfour and 
Gray, 3). Expectorants aid by thinning viscid 
secretions and facilitating their removal. 

PROGNOSIS. The prognosis in postoperative 
pneumonia is grave. Although the condition is 
fairly infrequent, it is responsible for a fatal out- 
come more frequently than any other pulmonary 
complication. In the series of cases reported by 
King (37) there were thirteen deaths due to pul- 
monary complications and in eleven of the fatal 
cases a diffuse bronchopneumonic process was 
found. It is obvious, therefore, that our attention 
should be directed toward the prevention rather 
than the treatment of pneumonia following surgi- 
cal procedures. : 

BRONCHITIS 

Bronchitis is frequently encountered both be- 
fore and after operation. While it is not a serious 
complication in itself, it may be a forerunner of 
more serious conditions. Mention of it is justified 
since recognition of its frequency leads to a better 
understanding of the pathological processes in- 
volved in the more serious lung complications. 

Purulent bronchitis develops in a large percent- 
age of patients after operation. In many cases 
the infection is limited to the bronchi. In others, 
it spreads to the pulmonary tissues, causing a low- 
grade pneumonia or pneumonitis. In a third 
group, the secretion blocks the bronchi, producing 
atelectasis. 

The incidence of bronchitis is much higher after 
operations for hernia than after gastric opera- 
tions, whereas severe pulmonary conditions are 
much more frequent after gastric operations. 
This fact confirms the theory that secretions are 
present after both types of operation, but that 
after operations on the upper part of the abdomen 
they are retained longer and the infection is there- 
fore allowed to spread into the pulmonary tissue. 
When drainage is impaired in bronchitis the 
organisms present in the exudate are given an 
opportunity for growth and as a result the bron- 
chial mucosa becomes irritated and edematous. 

Infection, excess mucus secretion, condensa- 
tion of ether or chloroform in the nasal passages, 
and aspirated gastric contents, blood, and pus 
cause bronchial irritation and paralyze the cilia, 
depriving the airways of their protective action 
(Negus, 46). All factors leading to aspiration and 
stagnation tend to initiate bronchitis. Dental 
sepsis is an important etiological factor. 

The signs and symptoms of bronchitis include 
a copious purulent sputum, an irritative cough, 
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fever of early onset, and respiratory difficulty. 
Many coarse rales are constantly present over 
large areas. No consolidation is evident. The 
onset of bronchitis occurs earlier in the post- 
operative course than that of pneumonia (Erd- 
mann, 22). 

The measures indicated for the prevention of 
bronchitis are the same as those indicated for the 
prevention of atelectasis and pneumonia. Negus 
(40) stresses the importance of avoiding anesthe- 
sia of the larynx in operations on the nose and 
throat under local anesthesia. 

The chief essential in the treatment of bron- 
chitis is early removal of the irritating substances 
from the airways by coughing, postural treat- 
ment, or occasionally by bronchoscopy. During 
cough the inflamed bronchial walls may be approx- 
imated completely so that pus located distally 
cannot be expelled. Under these circumstances 
it may be necessary to insert an aspirating bron- 
choscope and remove the secretions by means 
of a fine flexible suction tube. 

The prognosis in bronchitis alone is favorable. 
The danger lies in the sequele of the condition— 
atelectasis and pneumonia. 


PULMONARY EMBOLISM AND INFARCTION 


The most dreaded of all postoperative compli- 
cations, pulmonary embolism, usually occurs dur- 


ing convalescence when the danger of the usual 
complications is past and the patient is well on 
the road to recovery. Treatment in general is 
futile. In the massive embolisms death occurs 
promptly. In spite of advances in surgical tech- 
nique and pre-operative and postoperative care, 
the incidence of embolism has been little re- 
duced. 

ETIOLOGY. According to the literature on em- 
bolism, it is impossible to ascribe the process to 
any definite factor or group of factors, although 
contributing factors are said to be many and 
varied. It is rather generally conceded that the 
clot originates in the veins in the lower part of the 
body, namely, the hypogastric, iliac, femoral, 
pelvic, or prostatic veins, rather than the veins 
of the operative field (Bartels, 5; Cutting, 18). 

According to Bartels, 75 per cent of emboli 
occur in women, whereas, according to Hunt, 
the incidence of embolism is twice as high in 
women as in men. Embolism may occur at any 
age, but is most frequent between the thirtieth 
and fiftieth years of life. 

Important in the etiology of embolism is slow- 
ing of the blood stream. This may be the result of 
numerous factors. Abdominal incisions tend to 
produce stasis in the abdominal vessels (Coombs, 


16). The pre-operative blood pressure gives no 
clue to the possibility of later embolus formation 
in a given case, but lowering of the pressure dur- 
ing or following operation favors stasis and throm- 
bosis. Patients with cardiac disease and myocar- 
dial damage show a higher incidence of pulmonary 
embolism than patients without cardiac disease 
(Purks, 51; Hunt, 28). 

Direct trauma to vessel walls at operation 
should be avoided. It must be borne in mind 
that large veins not in the immediate operative 
field can be traumatized by retractors (Bartels, 
5; Hunt, 28). Patients with thrombophlebitis 
often have smal] emboli which result in pulmonary 
infarction. While massive fatal emboli are not 
frequent, phlebitis should be regarded as a possi- 
ble forerunner of a large embolus. 

The general condition of the patient seems to be 
rather significant as the majority of emboli occur 
in patients in poor general condition. The inci- 
dence of embolism is highest in debilitated pa- 
tients, patients with malignant disease, dehy- 
drated patients, and particularly patients with 
infection (Bartels, 5; Hunt, 28; Cutting, 18). No 
importance is attached to the type of anesthesia 
used. 

Along with stasis of the blood stream resulting 
from depression of the circulation, mechanical 
causes, lowering of the metabolism, and changes 
in the blood itself have been stressed. Increased 
viscosity resulting from dehydration is dan- 
gerous. 

Allen has reported changes in the erythrocytes, 
the leucocytes, the prothrombin time, the fibrin- 
ogen, and the lipoids after operation. Koenig 
(39) stressed the effect of injury to the blood plate- 
lets during operation. The findings made by 
Brock (g) in a study of the behavior of blood 
platelets following operation agree with those of 
previous studies made by others. A fall in the 
platelet count during the first postoperative days 
is followed after from five to seven days by a rise 
which reaches its maximum after from ten to 
twelve days and is followed by a gradual return 
to normal in about three weeks. The degree of 
the rise seems to be related definitely to the sever- 
ity of the operation, but varies in different pa- 
tients subjected to the same operation. The pat- 
tern of the platelet count is the same as that noted 
after parturition and fractures of long bones. In 
following the platelet count in a patient who de- 
veloped a venous thrombosis after thorocoplasty, 
Brock found the platelets at their maximum when 
the thrombosis developed. ‘The high platelet 
count certainly does not initiate the thrombosis, 
but it may precipitate the thrombosis when other 
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factors are present and it favors the rapid exten- 
sion of a clot once formed. 

SYMPTOMS AND DIAGNOSIS. The usual time of 
onset of embolism is from four to seventeen days 
after operation. Ebergényi (19) reports a case in 
which embolism developed twenty minutes after 
a forceps delivery. Villard (68) records the occur- 
rence of a fatal embolism in a patient who was 
allowed to be up the day after a clean appendec- 
tomy through a McBurney incision and in a 
patient who was allowed to be up the day after 
the repair of an umbilical hernia. 

The symptoms of embolism call for very little 
discussion. The sudden onset of a sense of suffo- 
cation, anguish, dyspnea, precordial pain, and 
pallor followed by cyanosis, engorgement of the 
jugular veins, and rapidity, weakness, or dis- 
appearance of the pulse are outstanding symp- 
toms. A large embolus suddenly occluding the 
pulmonary artery causes death in one or two min- 
utes. Incomplete occlusion prolongs the symp- 
toms. Occlusion of one branch of the artery is 
compatible with life, but if it occurs suddenly may 
be fatal because of myocardial and circulatory 
collapse. Smaller emboli produce less severe 
symptoms of the same character which gradually 
subside. The immediate symptoms are later 
followed by pleural pain and sometimes by effu- 
sion. After a few days cough may develop and 
blood may appear in the sputum. One embolus 


suggests the possibility of a second or may cause 
further trouble by extension. 

The clinical symptoms in embolism are more 
important than the roentgenological findings. 
The latter are only suggestive as the early condi- 
tion is one of hyperemia followed by local con- 
solidation and occasionally by pleural involve- 


ment (Hawk, Shepard, and Purkiss, 27). The 
characteristic wedge-shaped area does not appear 
until after from eight to twenty days. The earliest 
change is a haziness or mottling of the area. In 
the more extensive cases a fairly dense shadow 
may be evident. As compared with the findings 
in lobar pneumonia, the shadow is less dense, of a 
different distribution, and more sharply outlined 
and shows greater pleural involvement. 

There is little or no mediastinal displacement, 
the diaphragm may be high, but is not extremely 
elevated, and some respiratory excursion is pres- 
ent. In a case in which there were infarcts of 
several months’ duration due to fibrosis and 
shrinkage, Van Allen, La Field, and Ross (66) ob- 
served environmental displacement during both 
inspiration and expiration. 

The fact that there was only one death from em- 
bolism in a thousand cases in which operation was 
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performed makes it very difficult to appraise the 
value of any given prophylactic measure. Since 
the etiological factors in embolism are not def- 
inite, the preventive measures advocated are 
variable and to a large extent empirical. Trauma 
being probably an etiological agent, every effort 
should be made to avoid tissue damage, especially 
damage to the larger vessels by retraction and 
direct manipulation. In any operation upon vari- 
cose veins the first step should be proximal liga- 
tion (Hunt, 28). 

The procedures suggested for correction of the 
blood changes favoring embolism have been 
numerous. A high protein diet has been found to 
increase the clotting power of the blood and a 
high carbohydrate diet to diminish it. The use of 
sodium thiosulphate to inhibit clotting has been 
advocated, but the number of cases in which this 
treatment has been employed is too small to 
prove its value (Stanley-Brown). Fluids given in 
sufficient amounts (3,000 c.cm. daily) prevent 
increased blood viscosity. 

Early exercise of the arms and legs and deep 
breathing exercises while the patient is in bed 
keep the circulation in a more active state. Mar- 
tin believes that the administration of calcium 
chloride for eight days after operation is bene- 
ficial. Walters has advocated the use of thyroid 
extract to increase the speed of the circulation. 
In the cases of patients with cardiac conditions 
careful pre-operative preparation and postopera- 
tive care seem to have decreased the danger of 
embolism (Hunt, 28). 

When a venous thrombosis appears in any loca- 
tion very special precautions should be taken to 
prevent dislodgment of the thrombus. The pa- 
tient should be examined routinely for signs of 
thrombosis before he is allowed to be up for the 
first time, and when thromboses are found com- 
plete rest should be prescribed. No massage or 
movements should be allowed. Nausea and 
vomiting must be controlled. After one pulmon- 
ary embolus has occurred very special nursing 
care should be given in order to insure complete 
rest. 

TREATMENT. The treatment of cases in which 
the embolus is not large enough to cause rapid 
death is still a problem. The immediate treat- 
ment indicated consists of oxygen insufflation 
and morphine sedation. In cases of large emboli 
the spectacular Trendelenburg operation has 
occasionally saved life. The greatest handicaps 
in the application of this procedure are the difii- 
culty in differentiating a massive embolus from a 
coronary or myocardial complication and the 
extremely narrow time margin. 
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PROGNOSIS. In an experimental study of pul- 
monary embolism Holt and Ettinger found that, 
in the dog, the pulmonary artery may be com- 
pressed as much as 75 per cent without causing 
death. Total occlusion causes death in ninety- 
three seconds. Occlusion of a main branch of the 
pulmonary artery increases the pulmonary ar- 
terial pressure and lowers the aortic pressure. 
Holt and Ettinger are of the opinion that death 
from pulmonary embolism is a mechanical rather 
than a reflex effect and depends entirely upon the 
size of the embolus. 


FAT EMBOLISM 


Fat embolism occurs rather frequently after 
the manipulation of long bones and most fre- 
quently after trauma to atrophic bones in which 
the fat content of the marrow is increased. It 
may be the cause of deaths attributed to shock, 
toxemia, infection, concussion, or pneumonia. 
Fat droplets are carried to the right heart where, 
if the accumulation is great, they may cause a cir- 
culatory disturbance similar to that produced by 
airembolism. If the fat passes the heart, some of 
it may lodge in the coronary vessels, but most of it 
enters the lung, producing edema, congestion, 
hemorrhage, and, in rare instances, infarction. 
Some of the particles of fat may pass through the 
pulmonary circulation and eventually lodge in 
any organ of the body (Cutting, 18). 

The symptoms and signs of fat embolism usually 
appear two or three days after extensive frac- 
tures or manipulations of long bones or any tissue 
rich in fat. They vary with the location of the 
emboli. They may be cardiorespiratory or cere- 
bral. 

The cardiorespiratory manifestations include 
precordial distress, dyspnea, and cough. A rapid, 
irregular pulse, low blood pressure, hemoptysis, 
and cyanosis may be present. The heart may be 
dilated, and many bubbling rales are heard 
throughout the lungs in the absence of obvious 
changes in the percussion note. The temperature 
gradually rises. 

PROPHYLAXIS. For the prevention of fat em- 
bolism, gentleness in the handling of tissues 
which contain large amounts of fat, adequate 
postoperative immobilization in cases of fracture, 
and the avoidance of prolonged anesthesia in- 
duced with a fat solvent such as ether are recom- 
mended. 

After the embolism is present, the treatment is 
entirely symptomatic. In some cases the condi- 
tion runs a fulminating course with death in a few 
hours while in others it continues for days or 
weeks and is sometimes followed by recovery. 


PULMONARY ABSCESS, GANGRENE, AND 
BRONCHIECTASIS ; 

Pulmonary abscess, gangrene, and bronchiec- 
tasis are infrequent postoperative complications. 
Calonge Ruiz and Gonzalez Gil (12) observe that 
abscess may follow a long-standing atelectasis as 
the result of bacterial growth occurring in the 
collapsed area, and that if anaérobes are present 
gangrene may result. 

Bronchiectasis may develop slowly after post- 
operative atelectasis or pulmonary suppuration 
and is almost always associated with a chronic 
sinusitis. Thick secretions in the bronchus, if 
not removed, are thinned by putrefactive proc- 
esses giving rise to intensely irritating substances 
which produce changes in the bronchial walls favor- 
ing bronchiectasis (Jackson and Jackson, 32). 

The history of bronchiectasis is usually so long 
that it is difficult to be certain that the onset 
coincided with the operation to which it is at- 
tributed. In many cases the condition is due to 
an old suppurative sinusitis, but the symptoms 
and signs become accentuated after an operation 
(Negus, 46). 

Foreign bodies aspirated at the time of opera- 
tion are the cause of pulmonary abscess in a small 
group of cases. During operations on the upper 
air passages or tonsils aspiration is favored by 
abolition of the reflexes and depression of the 
tongue (Negus, 46). Simple aspiration of foreign 
bodies at times other than at operation usually 
does not cause abscess. In Jackson’s opinion, the 
sudden and violent onset of abscess formation 
following tonsillectomy is more characteristic of a 
septic embolism than the action of a foreign body. 
A foreign body such as a tooth, a piece of bone, a 
piece of instrument, or a piece of tonsil in the 
bronchus does not produce a purulent lesion pri- 
marily. The onset of suppuration is slow, and the 
pus formation strictly endobronchial (Jackson 
and Jackson, 32). 

Pulmonary abscess may result from the block- 
age of a bronchus by infected blood or mucopus. 
As the bacteria in inspired blood multiply, they 
cause swelling of the bronchial walls and often 
granulation tissue. They continue to grow and to 
infect the collapsed lung, and as the lung cannot 
be drained through the obstructed bronchus an 
abscess may be formed. If anaérobic organisms 
are present, gangrene of the lung may result. 
Multiple dilatations of the bronchi may follow any 
long-standing inflammation of the bronchi with 
blowing out of the weakened walls during cough 
(Negus, 46). 

SYMPTOMS AND DIAGNOSIS. Jackson contrasts 
the symptoms of the two types of abscess: (a) the 





110 


embolic post-tonsillectomy abscess with a rapid 
onset characterized by shock, high fever, prostra- 
tion, and profound sepsis, and (b) the chronic sup- 
puration, chiefly endobronchial, which follows 
foreign-body aspiration and is accompanied by 
a slight cough coming on within a few days, some 
expectoration occurring within a few weeks, and 
the expulsion of foul pus and a fetid odor to the 
breath after a few months. 

In the first type, roentgenograms of the chest 
show a cavity with a fluid level, whereas in the 
second type they may show a localized inflamma- 
tory reaction but no fluid level. 

Manges reports that displacement phenomena 
are absent in pulmonary abscess unless there is 
pleural involvement, and when pleural involve- 
ment is present only the diaphragm is affected. 

PREVENTION. The precautions indicated for 
the prevention of pulmonary abscess, gangrene, 
and bronchiectasis following operation are the 
same as those indicated for the prevention of 
other pulmonary complications. Especially im- 
portant are measures to prevent the aspiration of 
blood, foreign bodies, and pus. In addition, it is 
important to prevent clot formation by making 
certain that blood does not accumulate in the 
nose and nasopharynx during or after the opera- 
tion. 

If measures are taken to prevent infection of 
the lungs at the time of operation, bronchiectasis 
will not be a late complication of anesthesia. 
Early bronchoscopy to remove blood, secretions, 
or foreign bodies will prevent subsequent abscess 
formation (Jackson and Jackson, 32; Negus, 46). 


CRITICAL COMMENT 


In reviewing these studies on postoperative pul- 
monary complications, one is impressed by the 
importance attributed to atelectasis and hypo- 
ventilation in their development. As a corollary 
to this, the position of the patient both during 
and after the operation receives considerable 
attention. 

Emphasis is placed on the necessity of prevent- 
ing the aspiration of the intra-oral, intratracheal, 
and intragastric contents by placing the patient in 
the Trendelenburg position for the operation. 
Frequent change of position after the operation 
is considered essential to prevent the accumula- 
tion of mucopus in dependent bronchi which may 
result in partial or massive atelectasis, now con- 
sidered to be a forerunner of pneumonia in many 
instances. 

Although carbon dioxide inhalations are almost 
universally advocated to prevent the ill effects of 
hypoventilation, increasing importance is being 
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attached to the patient’s voluntary efforts at fre 
quent deep breathing and his voluntary expulsio: 
of accumulated sputum by coughing. The use of 
bronchoscopy in the removal of such accumulate: 
material is advocated by several surgeons, but in 
severely ill patients seems unjustified and un- 
desirable. 

The dangers of over-sedation are emphasized. 
Sufficient morphine to prevent the shallow breath- 
ing due to pain, but not enough to abolish the 
protective cough reflex, is the happy medium to 
be attained. 

Granting the importance of position during 
and after operation and of hypoventilation in the 
development of pulmonary complications, it is 
easy to understand the apparent absence of a 
correlation between the type of anesthesia em- 
ployed and the incidence of such complications. 
In the past, this lack of correlation has been 
ascribed to the setting free of noxious emboli from 
the field of operation. However, it may be attri- 
buted with equal justification to failure of the 
lung to rid itself of noxious intrabronchial secre- 
tions. Certain it is that recognition of the fact 
that deep breathing and change of position wil] 
assist in the expulsion of such secretions has re- 
sulted in a definite decrease in the incidence oi 
massive atelectasis. Presumably, also, the same 
measures will be of aid in the prevention of patchy 
atelectasis and therefore a decrease in the inci- 
dence of postoperative pneumonia may be ex- 
pected. 
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Cardillo, F.: Secondary Neoplasms of the Vault of 
the Cranium from the Roentgenological Point 
of View (Le neoplasie secondarie della volta cranica 
dal punto di vista radiologico). Radiol. med., 1935, 
22: 205. 


The author divides secondary neoplasms of the 
vault of the cranium into: (1) those involving the 
bone by contiguity from the extracranial and endo- 
cranial structures, and (2) those involving the bone 
through metastasis from a distance. 

Extracranial structures which mav give rise to 
neoplasms later invading the vault include all the 
structures of the scalp. The epicranial aponeurosis 
may develop sarcomas especially of the fibrosarcoma 
type which, though they develop usually toward the 
skin and cause it to ulcerate, may at times invade 
the bone in a perforating manner. These tumors are 
very malignant, grow rapidly, and are richly cellular. 
The subcutaneous tissues of the scalp rarely form 
sarcomas. Tumors of the verrucous type developing 
from warts are usually more benign and only rarely 
invade the bone. The tuberous form are much more 
malignant. The primary neoplasm is often a fungus- 
like growth. Smaller tumors usually appear about 
it. Metastases occur early. Differentiation from car- 
cinoma may require microscopic examination. 

Malignant epithelial tumors are the most common 
invaders of the vault. Of these, the squamous type 
is seen most often. The author reports seven cases. 
A wart or traumatic excoriation may be the primary 
growth. At times no lesion seems to precede the 
carcinoma. It is not easy to determine the exact 
time of bone involvement. Invasion of the bone is 
best discovered early by X-ray examination. The 
early slight erosions or excavations are easily missed. 
Characteristically, the region of osseous erosion is 
in direct relation to the superficial region involved, 
the contour of the defect is regular and usually well 
demarcated in all phases of the process, one or both 
tables may be involved, and the extension of the 
process varies in rapidity. 

Meningiomas of the dura may cause fairly char- 
acteristic changes in the overlying cranial bones. 
These changes usually include erosion and vascular- 
ization, alteration of the type of ossification, spicule 
formation, diffuse thickening, dilatation of the sulcus 
of the meningeal artery, and possibly the presence 
of calcification. The erosion is not clean cut, but is 
spongy, irregular, and not well defined. The tumor 
penetrates along the haversian canals, dilates them, 
and causes destruction up to the separating lamine. 
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Metastatic neoplasms in the vault of the cranium 
may be formed by any type of tumor. In general 
the localization in the skull bones occurs during the 
stage of generalized skeletal invasion, but in rare in- 
stances the skull bones may be involved first. The 
X-ray appearance of these lesions is more poly- 
morphic, and it is rare to see a single lesion. Very 
rarely do the individual lesions approximate the size 
of the directly infiltrating lesions. As a rule there 
are many small foci which, grouped together, form 
a circumscribed area or the small foci are diffused 
over the entire convexity. In general the lesions are 
osteolytic. Frequently they originate in the diploé, 
where their early detection may be difficult. When 
one of the tables is involved the lesion is more easily 
recognized. In the differential diagnosis it is neces- 
sary to consider local disseminating tumors, metas- 
tases from a distance, Schueller-Christian disease, 
circumscribed osteoporosis, tuberculosis, lympho- 
granulomatosis, syphilis, Paget’s disease, and menin- 
giomas. A. Louis Rost, M.D. 


Fodor, G. I.: Odontogenous Osteomyelitis of the 
Lower Jaw (Odontogene Osteomyelitis des Unter 
kiefers). Orvosképzés, 1934, 24: 169. 

In the disease picture of odontogenous osteomye- 
litis of the jaw the much more frequent involvement 
of the lower jaw is a striking characteristic. This is 
explained by the difference in the anatomy of the 
upper and lower jaws on the one hand and the dif 
ference in their blood supply on the other. Odontog 
enous infections are intradental or paradental. 
Cases of osteomyelitis appearing after extraction 
constitute a special group. ‘The injuries to the 
periosteum which follow infection depend upon the 
virulence of the infection and the resistance of the 
organism. Mild infection leads to serous periostitis 
while severe forms lead to periostitis with abscess 
formation. As the anatomical relationships become 
progressively more complicated as the back of the 
mandible is approached from the midline, it is not 
a matter of chance that osteomyelitis with a grave 
outcome and infection endangering life almost 
always have their origin in the lower molar teeth. 

The incidence of infections originating in the teeth 
is wholly independent of the incidence of caries. Of 
great importance in the development of osteomye 
litis of dental origin is the course of the mandibular 
canal. The nearer the involved teeth to the man 
dibular canal the easier it is for pus to break through 
into the canal. Spread of the osteomyelitic process 
to the other side of the jaw usually occurs by way 
of the canal. Further progress is favored by dis 
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semination through the bone marrow. The severity 
of the disease does not always parallelits distribution, 
but ifthe osteomyelitic process remains in the interior 
of the bone or is limited laterally, the acute phenom- 
ena usually subside more quickly and complications 
are less frequent. When the infection in the body of 
the jaw extends to the larger marrow spaces the 
consequences are apt to be more serious. Diffuse 
inflammation of the medullary cavities leads to 
phlegmons or abscesses which form suppurative 
cavities by confluence (abscessus mandibularis). The 
complications in the diffuse forms are of functional 
and cosmetic importance and may endanger life. 

In infancy, osteomyelitis usually develops in the 
upper jaw. Bronner explains the occurrence of 
osteomyelitis in the first months of life by birth 
traumas to which the upper jaw is more exposed 
than the more mobile lower jaw. After infancy, a 
complete change takes place. Following the second 
year of life, disease of the upper jaw is infrequent. 
Even the hematogenous infections occur chiefly in 
the lower jaw. After eruption of the teeth, intra- 
dental and paradental infections are most common. 
Infection of the child’s jaw is favored by the con- 
gested condition of the growing bone. 

In osteomyelitis of the lower jaw the acute and 
chronic stages run into one another in such a manner 
that the transition is scarcely discernible. The dif- 
ferent phases may continue from four to six weeks 
to several months or even years. The chronic stage 
is characterized by necrosis of the bone. 

The operative treatment of osteomyelitis of the 
mandible has two phases—active treatment and con- 
servative expectancy. Active treatment is suitable 
for the febrile, acute stage of the disease. The first 
step consists in locating and cleaning out the source 
of the infection, the infectious focus. The suppurat- 
ing medullary cavities are opened with the chisel and 
the pus found in the haversian canals is removed. 
Another part of the active treatment is the opening 
of periosteal abscesses and the plegmons which fol- 
low the course of the connective tissue furrows. The 
active treatment must frequently be interrupted by 
a number of months of waiting. The dying bone often 
requires a long time to become separated from the 
living tissue. The necrotic bone should not be re- 
moved until the process of dying is completed and 
the sequestrum is completely free. Restitution 
begins with ossifying osteitis, the result of which is 
newly formed bone. The problem of bone regenera- 
tion has not yet been solved by scientific research. 
Of the bone-forming factors, the periosteum plays 
the role of greatest importance. The regenerative 
capacity of the jaw bone is quite extraordinary. 

(E. ILLES). FLorENcE ANNAN CARPENTER. 


McGregor, L.: A Report of Eleven Instances of 
Adamantinoma, with a Review of the Malig- 
nant Cases in the Literature. Acta radiol., 1935, 
160: 254. 


The author reviews twenty-eight adamantinomas 
reported in the literature and eleven observed by 


himself which showed more or less evidence of 
malignancy. The atypical microscopic features 
were: (1) marked cellularity of the stroma which, in 
some cases, was As extensive as in fibrosarcoma; (2 
predominance of the cuboidal over the stellate and 
cylindrical types of epithelial cells; or (3) pre- 
ponderance of epithelium over stroma with inter- 
twining and branching of the epithelial processes. 


EYE 


Plummer, W. A., and Wilder, R. M.: The Etiology 
of Exophthalmos. Constitutional Factors, 
with Particular Reference to Exophthalmic 
Goiter. Arch. Ophth., 1935, 13: 833. 


Forward displacement of the eyeball occurs in a 
variety of general diseases, but is unusual except in 
exophthalmic goiter. In syphilis, tuberculosis, neuro- 
fibromatosis, multiple xanthomatosis, and other con- 
ditions in which granulomatous masses or tumors 
may fill the orbit the explanation of any resulting 
exophthalmos is obvious. In the hemorrhagic 
diseases, including rickets, scurvy, and the various 
forms of leukemia, intra-orbital hemorrhage may 
produce exophthalmos. In nephritis, hypertension, 
and other conditions of so-called sympathicotonia, 
true proptosis is very unusual, contrary to opinions 
recorded in the literature, although retraction of the 
lids and possibly other factors which contribute to a 
facial expression somewhat like that observed in 
exophthalmic goiter is frequent. 

In large groups of patients the presence or absence 
of exophthalmos in exophthalmic goiter is correlated 
directly with the severity of the hyperthyroidism as 
indicated both by the basal metabolic rate and the 
strength of the quadriceps femoris muscles. In the 
period since 1930, during which the severity of 
exophthalmic goiter has been milder, the incidence 
of associated exophthalmos has diminished to 40 
per cent. Before 1922 it was almost 70 per cent. 

In exophthalmic goiter, exophthalmos may develop 
or progress in two rather distinct phases of the 
disease. It may occur in association with an elevated 
basal metabolic rate and with the constitutional 
symptoms of the disease, and it may appear in an 
otherwise quiescent phase of the condition, when 
the basal metabolic rate is within, or even below, 
normal levels and constitutional symptoms are 
absent or, at least, attenuated. Exophthalmos which 
develops when the basal metabolic rate is elevated 
in exophthalmic goiter is usually moderate. Edema 
of the lids is present in only a small percentage of the 
cases and is usually slight. The proptosis is almost 
always bilateral and equal or nearly equal in both 
eyes. It usually is associated with spasm of the 
muscles of the lids and one or more of the charac- 
teristic signs which have been described by Dal- 
rymple, Stellwag, Graefe, Mébius, and W. H. 
Wilder. Weakness of the external ocular muscles, 
which is indicated by the occurrence of Mébius’ 
sign, is common, but ophthalmoplegia and strabis- 
mus are unusual. Remission of the exophthalmos 
usually follows the decrease in the basal metabolic 
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rate and remission of the other manifestations of the 
disease which are brought about by thyroidectomy. 

Exophthalmos developing or progressing when the 
basal metabolic rate in the course of exophthalmic 
goiter is within, or even below, the normal level and 
constitutional symptoms are absent is unusual. 
Zimmerman referred to it as ‘‘paradoxical exophthal- 
mos.” Asa rule its degree is much greater than that 
of the exophthalmos associated with an elevated 
basal metabolic rate. Edema of the lids and chemosis 
of the conjunctiva are the rule. They may be 
extreme, and may lead to corneal ulceration and 
panophthalmitis. The condition has been termed 
“malignant exophthalmos.” This exophthalmos is 
very likely to be unilateral or to affect the eyes 
unequally. Ophthalmoplegia is common, but spasm 
of the muscles of the lids is not marked and, in con- 
sequence, the characteristic ‘‘stare”’ of the exoph- 
thalmic goiter is little evident. 

The exophthalmos which occurs with the elevated 
basal metabolic rate of exophthalmic goiter may 
perhaps be explained by spastic contraction of the 
orbital fibers of Mueller’s muscle, which acts against 
the weakened rectus muscles. The absence of 
mydriasis under these conditions may be accounted 
for by the observation of Labbé and his associates 
that thyroxin has not only a sympathomimetic 
action but also stimulates parasympathetic ele- 
ments of the autonomic nervous system. The 
authors, unfortunately, possess no recent reports of 
examinations of the orbit in this condition. The 
information available indicates that there is little 
fat, little edema, and very little venous congestion, 
and that the extra-ocular muscles are small and 
degenerated. 

The explanation of the mechanism of the exoph- 
thalmos which occurs in patients who have a low 
basal metabolic rate is not apparent. The evidence 
from the laboratory suggests that overfunction of 
the anterior lobe of the pituitary body may play a 
part in the production of this abnormality. Another 
possibility is presented by the two-product hypoth- 
esis of H. S. Plummer, which is based on the 
assumption that the abnormal product continues to 
act after the output of the normal product, thyroxin, 
has been curtailed. The edematous contents of the 
orbit are comparable in some respects to localized 
subcutaneous areas of mucinous edema which are 
found in rare cases of exophthalmic goiter, particu- 
larly after thyroidectomy. Whatever the mecha- 
nism, it is difficult to understand why a few patients 
develop this paradoxical exophthalmos after sub- 
total resection of the thyroid gland for exophthalmic 
goiter when the large majority lose what exophthal- 
mos they had previously and show no sign of its 
recurrence. Further investigation of this problem is 
under consideration. 


Kirwan, E. W. O'G.: Orbital Teratoma. Brit. J. 
Ophth., 1935, 19: 201. 


The author reports a case of orbital teratoma and 
reviews the twelve cases that have been recorded in 
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the literature. He states that such tumors are con- 
genital and grow very rapidly. They may occur in 
the form of cystic tumors and may be composed of 
the derivatives of two or three germinal layers. Asa 
rule, orbital teratomas cause death a few weeks after 
birth. 

The best explanation of the formation of teratomas 
is the Marchand-Bonnet theory that, during the 
early development of the embryo, the blastomere 
severed from its connections may remain as a resting 
germ in any part of the body and begins to grow 
later or develop at the same time as the normal 
organs. As blastomeres are still capable of producing 
a normal body after the first segmentation, but are 
able to produce only a few parts on continued 
division, derivatives of all or only some of these 
embryonic layers are present in a teratoma according 
to whether it is near or distant from the first cleav- 
age. The earlier the segmentation occurs the less 
frequently does the germ remain latent. 

On the basis of their degree of development, Mizuo 
distinguishes the following four types of orbital 
teratoma: 

1. A fetus or teratoid fetus attached to the orbit 
by an umbilical cord. 

2. Parts of the body of a second fetus hanging 
from the orbit. 

3. A shapeless mass growing from the orbit and 
found anatomically to be a teratoma. 

4. The congenital orbital tumor containing the 
products of two germinal layers (a mixed tumor). 
Mixed tumors of the lachrymal gland are of this type. 

Teratomas sometimes contain parts of organs and 
parts of the body. Von Hippel states that they never 
contain complete organs. Leste L. McCoy, M.D. 


Bielschowsky, A.: Lectures on Motor Anomalies of 
the Eyes. III. Paralyses of the Conjugate 
Movements of the Eyes. Arch. Ophth., 1935, 13: 
569. 

Supranuclear lesions result in paralysis of the 
associated muscle groups of both eyes, except in the 
case of lesions of the posterior longitudinal bundle 
or in the immediate neighborhood of the nuclei of 
the oculomotor nerves. Such a lesion may cause loss 
of adduction of one internal rectus muscle in lateral 
movements without affecting its convergence func- 
tion or may make both elevator muscles of one eye 
unable to produce a voluntary elevation without 
disturbing the involuntary elevation noted in Bell’s 
phenomenon. With these exceptions, the diagnosis 
of a supranuclear lesion is based chiefly on bilateral 
and equal paralysis of associated muscle groups. 

Paralysis of the parallel lateral movements has 
been studied mainly in patients with lesions of the 
associated pathways either within or near the pons 
and the region of the fourth ventricle. In an un- 
complicated case of this type neither eye can look 
beyond the midline toward the affected side, but 
binocular single vision and convergence are not dis- 
turbed. A patient who had had an acute encepha- 
litis involving the pons had a residual associated 





I22 


paralysis of the parallel movement to the left, being 
unable to look to the left or to see an object in the 
left half of the visual field. During fixation of an 
object in front, the head was rotated with a sudden 
jerk to the right. The eyes moved to the left to a 
nearly normal extent, but immediately began a 
slow, involuntary return to their original position, 
proving the reflex character of the motion. The 
“following movement” to the left was obtained by 
slow movement of the head to the right or of the 
object to the left. This phenomenon is caused, not 
by a vestibular reflex action, but by an impulse of 
cortical origin. 

The most frequent of the associated paralyses of 
the vertical movements involve the elevator muscles. 
The next most frequent are paralyses of the 
elevator and depressors, and the rarest are paralyses 
of the depressors. In some cases Bell’s phenomenon 
is the only proof of the supranuclear origin of pa- 
ralysis of the vertical movements and of the integrity 
of the nuclei. If an associated group of muscles of 
both eyes is unable to perform a voluntary move- 
ment but reacts promptly when the head is rotated 
suddenly, the posterior longitudinal bundle which 
conveys the vestibular stimulus to the oculomotor 
nuclei is intact. Barany’s tests for ascertaining the 
vestibular excitation are important aids in examina- 
tion. They can be used in the cases of bedridden or 
somnolent patients. The vestibular stimulus con- 
tinues for about a minute. The use of the revolving 
stool or the caloric test gives information concerning 
the vestibular apparatus, since as long as the para- 
lyzed muscles respond to vestibular stimulation it 
may be assumed that the nerves, their nuclei, and 
the pathways connecting them with the vestibular 
apparatus are intact. 

Many patients able to follow moving objects lack 
the ability to make an attraction movement, i.e., to 
turn the eyes toward an outlying object. Both kinds 
of movement belong to the so-called psycho-optic 
reflexes because, being produced by visual stimuli, 
the origin is assumed to be in the occipital lobes. It 
is not considered necessary to assume the existence 
of separate centers and pathways, for a patient un- 
able to overcome 5 or 10 degrees of prism may be 
able to overcome a prism of 1 or 2 degrees and then 
gradually become able to overcome a prism of 8 or 
10 degrees. 

Information obtained by the various methods of 
investigation may allow an approximate localization 
of the lesion causing the associated paralysis. In 
“‘pseudo-ophthalmoplegia” the patient is unable to 
move his eyes at command, but they are moved in- 
voluntarily in states of emotion or if he is interested 
in an object. The following movements and the 
reflex movement of vestibular origin are undis- 
turbed. The lesion is usually transcortical, damag- 
ing the connections between the frontal oculomotor 
centers and other parts of the cortex. Similar symp- 
toms occur in diseases of the extrapyramidal system. 
More frequent is the second group, characterized 
by inability to move the eyes in a certain direction 
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either voluntarily or at command, and to move them 
toward an object which is attracting attention. he 
following movement and the reflex movements can 
be produced. In this group the lesion is probably 
below the cortex not far above the nuclear reyion 
In a third group the paralyzed associated muscles 
react only to reflex stimulation, indicating that the 
lesion must be located close to the nuclei, the poste. 
rior longitudinal bundle being intact. In a fourth 
group the paralyzed muscles do not respond even t 
a reflex movement and therefore either the posterior 
longitudinal bundle or the nuclei themselves must 
have been injured. The latter supposition is un- 
tenable in cases of paralysis of the lateral movements 
if convergence is retained, and in paralysis of vertical 
movements if Bell’s phenomenon is present. In the 
fifth group of associated paralyses there are, in 
addition to the symptoms of a supranuclear lesion, 
signs and symptoms indicating an injury of the 
nuclei, such as paralytic squint and diplopia and « 
variation in the action of the paralyzed muscles 
according to the mode of stimulation. 

The syndrome of so-called post-encephalitic 
parkinsonism is observed in diseases of the extra- 
pyramidal motor system or the corpus striatum, as 
in paralysis agitans, pseudosclerosis, Wilson’s dis. 
ease, and Huntington’s chorea. The patient, appar- 
ently unable to move the eyes on command, moves 
them spontaneously at times. The following move- 
ment and the reflex movements are present, but in 
contrast to the patient with true supranuclear pa- 
ralysis, the patient with paralysis of the Parkinsoz 
type is able to keep his eyes in the terminal position 
as long as his attention is directed to the point oi 
fixation. 

Cases of associated ocular paralysis by lesions 
within the cerebral hemispheres are generally un- 
suitable for exact investigation because of the poo: 
mental condition or because of the quick recover: 
of ocular movements. In some cases the findings are 
the same as those in the first group. The differen: 
causes of the conjugate deviation which is found ir 
most cases of recent cerebral lesion make it easy 1 
understand why the deviation is usually greate: 
than in cases of supranuclear paralysis of pontine 
origin and sometimes disappears within a few hours 
The rapid recovery is probably due to the presence 
of centers in both hemispheres for the parallel laterz 
movements. 

In view of the fact that convergence paralyses art 
frequently caused by a lesion within the region ¢ 
the corpora quadrigemina, a subcortical convergenc: 
center is presumed to be in that region. The isolate< 
lesion of this center or of the pathway descending t 
the nuclei of both internal rectus muscles must pre 
duce the symptoms of a pure convergence paralysis 
In such a case convergence is lost whereas the in- 
ternal rectus muscles cooperate with the externa 
rectus muscles in lateral movements. True coz- 
vergence paralyses of organic origin are rare. Man: 
of the reported cases are instances of functional dis 
turbances. Convergence is the only one of the fusic: 
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movements which can be performed voluntarily. 
The fact that if binocular single vision is lost or has 
never existed, convergence is diminished or absent 
proves that the fusion faculty is the most essential 
factor in convergence. The voluntary impulse to 
Jook at a near point is of only minor importance in 
convergence. Insufficiency of convergence occurs 
as a true functional neurosis in anemic or delicate 
persons, in patients convalescing after an exhausting 
illness, and as a symptom of general neurasthenia or 
hysteria. In conditions of this type convergence 
cannot be produced by the usual methods, but in 
several cases has been induced by testing with ob- 
jects which attracted the patient’s attention and 
interest. When this occurs pupillary action, accom- 
modation, and convergence may be produced. The 
presence of the adduction power as determined by the 
use of prisms also helps to differentiate the functional 
from the organic condition. 

To prove that the lack of convergence is of organic 
origin, it is necessary for the following requirements 
to be met: 

1. There must be definite symptoms of an organic 
intracranial disease. 

2. The convergence paralysis must have occurred 
rather suddenly. 

3. The signs and symptoms at various times must 
be fairly constant. 

4. Accommodation and convergence reaction of 
the pupils must be producible without the corre- 
sponding convergence. 

If internal ophthalmoplegia and convergence pa- 
talysis are present, a lesion of the nuclear region and 
possibly also of the supranuclear pathway descend- 
ing from the convergence center is certain. 

Theoretically, the possibility of the occurrence of 
divergence paralysis must be conceded. However, 
in many cases with paralysis of one or both abducens 
herves presenting typical symptoms at first, the 
characteristic symptoms were gradually lost and a 
concomitant type of deviation developed. Other 
patients have been seen with apparently typical 
symptoms which were caused by a slight conver- 
gence spasm. It is not unusual to find inability to 
transform convergence into parallelism in combina- 
tion with weakness of the convergence innervation. 
This peculiarity is observed especially in neuras- 
thenia, in which condition increased irritability 
occurs together with marked exhaustion. A third 
anomaly which may be mistaken for divergence 
paralysis is the development of an esophoria which 
had been latent, due to loss of the fusion faculty 
following physical or psychic shock. In spite of the 
difficulties in diagnosing a true divergence paralysis, 
there are records of cases in which the typical mani- 
festations of divergence paralysis changed rather 
suddenly into equally typical manifestations of 
abducens nerve paralysis. Such a development is 
proof of an organic lesion localized at first near the 
intact abducens nucleus but later extending and 
finally injuring the nucleus itself. 

Epwarp S. Pratt, M.D. 
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Marshall, C. R.: Entoptic Phenomena Associated 
with the Retina. Brit. J. Ophth., 1935, 19: 177 

Marshall states that the rods and foveal cones can 
look backward and observe the retinal pigment and 
choriocapillary circulation. 

On rare and chance occasions the retinal pigment 
may be seen under different and high magnifications. 

The difficulties of observation and different 
appearances are attributed to varying positions of 
the outer segment of the rods and cones, possibly 
caused by greater or less relaxation of the myoid of 
the inner segment. 

The outer segment is regarded as the site of 
transformation of light energy to nervous excitation. 

The darting luminous points are attributed to red 
blood corpuscles in the capillaries of the inner 
nuclear layer. 

The self-light of the eye is probably associated 
with energy emanating from the pigment particles 
of the retina and from the retroretinal circulation. 

Most unexplained entoptic appearances asso- 
ciated with the retina, except those which may be 
due to, or influenced by, the mentality, especially 
the powers of pictorial conception, of the individual, 
are explained as out-of-focus presentations of nor- 
mal structures in or adjoining the retina. 

Les.ie L. McCoy, M.D. 


Arruga, H.: The Present Status of the Treatment 
of Detachment of the Retina. Arch. Ophth., 
1935, 13: 523. 

Following a detailed description, with illustra 
tions, of his procedure in the treatment of detach 
ment of the retina, the author draws the following 
conclusions: 

In more than half of the cases of detachment of 
the retina operative treatment restores vision. 

Successful results require the prompt localization 
and obstruction or isolation of retinal tears. 

Except in special cases, the choice of operative 
method is of secondary importance as the same 
effects can be obtained with the thermocautery and 
galvanocautery and by diathermy and trephination. 
In general, however, diathermy is the method with 
the greatest advantages. Good pre-operative local 
ization and ophthalmoscopic control of the steps of 
the operative procedure are essential. 

Lesuie L. McCoy, M.D. 


MacDonald, A. E., and McKenzie, K. G.: Sympa- 
thectomy for Retinitis Pigmentosa. Arch 
Ophth., 1935, 13 


302. 


The authors have treated four cases of retinitis 
pigmentosa by cervical sympathectomy. From 
their experience they conclude that it is necessary 
to remove part of the first and second ribs to obtain 
adequate exposure and to insure removal of the 
stellate ganglion along with the sympathetic fibers 
which leave the cord by way of the eighth cervical 
and first thoracic nerves. In all of their four cases 
the operation was done on the right side. It was 
followed by definite regression in one case, no 
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improvement in one case, and slight improvement in 
two cases. Of the last two cases, the improvement 
was more marked in the patient with the shorter 
history of retinitis pigmentosa. 

VirciL Wescott, M.D. 


EAR 


Thorell, I.: The Treatment of Malignant Tumors 
of the Middle Ear at Radiumhemmet, Stock- 
holm. Acta radiol., 1935, 16: 242. 

After reviewing the literature, the author reports 
on thirteen cases of malignant tumor of the middle 
ear which were treated at Radiumhemmet. Of nine 
patients treated for cancer, two are still free from 
symptoms nine and seven years respectively after 
the beginning of the treatment. In one of the latter, 
healing was obtained by irradiation alone, and in 
the other, by a combination of electrocoagulation 
and irradiation. Two patients with mucous gland 
and salivary gland tumors were free from recurrence 
for intervals of about a year at a time. A patient 
with a dural sarcoma remained cured nine years 
after operation with postoperative irradiation. 
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De Quervain, F.: The Diagnosis and Treatment of 
Malignant Struma (Zur Diagnose und Therapie 
der Struma maligna). Bull. schweiz. Ver. igg Krebs- 
bek pfg., 1934, 1: 273. 

The general relationship of malignant to benign 
goiters cannot be determined as not all cases of 
goiter are seen by physicians. In the Bern Clinic the 
ratio of malignant to benign goiters is 4:100. An 
early diagnosis of malignancy is favored by: (1) the 
rapid growth of old nodules or rapid appearance of a 
nodule in moderately enlarged thyroid; (2) rapid 
hardening (this may be produced also by calcifica- 
tion, but X-ray examination facilitates the differen- 
tial diagnosis) ; (3) decreased mobility on swallowing 
and manipulation; (4) a nodular surface, especially 
in carcinoma (however, absence of nodularity does 
not exclude struma maligna); (5) radiating pain, 
damage of the recurrent nerve with hoarseness and 
paralysis of the sympathetic nerve with the Horner 
syndrome; (6) deterioration of the general health; 
and (7) rapid sedimentation of the erythrocytes. 

Especially to be considered in the differential 
diagnosis are hemorrhagic cysts, but it must not be 
forgotten that endothelioma is often found in the 
walls of such old cysts. Also to be ruled out are 
chronic strumitis, tuberculous, tertiary syphilitic in- 
flammation, and Riedel’s struma. Acute swellings 
with hardening may occur also in influenza. 

The best treatment is radical operation. The 
technique is the same as that of operation for goiter, 
but the small muscles are always removed. The 
jugular vein and the recurrent, sympathetic, and 
vagus nerves can be sacrificed on one side, but not 
the carotid. Whereas formerly the trachea and 
esophagus were also resected, they are now spared. 
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De Quervain places in the wound 1 or 2 radium cap. 
sules containing from 10 to 20 mgm. of radium 
filtered by 2 mm. of platinum which are packed in a 
small piece of rubber tubing and supplied with 
threads for their removal. He leaves these in place 
for two days. From six to eight weeks later several 
radium capsules containing a total of from 40 to 6 
mgm. of radium are applied at a distance of 3 cm. 
from the skin for from four to six days. If radical 
operation cannot be performed, as much of the 
growth as possible should be removed to protect the 
patient from later dyspnea, and the remaining tumor 
mass should be irradiated. This procedure can be 
followed even when metastases are present. The 
author has no objection to biopsy with the diathermy 
loop in suspicious cases. 

De Quervain’s results are presented in 5 tables. (/ 
43 patients subjected to radical operation in the 
period from 1918 to 1931, 23 (54 per cent) were still 
living after three years. Of 387 patients treated in ; 
clinics, 132 (34.1 per cent) were living after three 
years. In De Quervain’s cases there was 1 death, 
This was due to pneumonia. Among 189 cases there 
were 55 of proliferating struma, 12 of carcinoma, 28 
of sarcoma, 19 of endothelioma, 3 of malignant 
adenoma, and 2 of parastruma. The average length 
of life after the onset of the condition in these groups 
was, respectively, 5.8, 5.1, 0, and 6.6 years. The 
duration of life after the beginning of the treatment 
in progressive struma, carcinoma, sarcoma, and 
endothelioma was as follows: radical operation with- 
out irradiation, 4.9, 4.9, 0, and 4.7 years; radical 
operation with irradiation, 3.7, 1.7, 0.43, and 7.5 
years; partial operation without irradiation, 0.13, o, 
0.16, and 0.16 years; partial operation with irradia- 
tion, 0.7, 1.0, 0.25, and 0.25 years; and irradiation 
alone, 0.8, 0.33, 0.43, and 0.017 years. 

Of the patients treated by radical operation, 54 
per cent are living after three years, 31 per cent after 
five years, and 14 per cent after ten years. 

De Quervain has given up preliminary roentgen 
irradiation. He believes that the results of post- 
operative irradiation would have been better if less 
effort had been made to avoid injuring the larynx 
and trachea. Paut Starr, M.D. 


Mulvihill, D. A.: A Contribution on Malignant 
Tumors of the Thyroid (Beitrag zu den |vesar- 
tigen Geschwuelsten der Schilddruese). Deutsche 
Zischr. f. Chir., 1934, 244: 71. 


Comparative studies of the frequency and char- 


acter of goiter have been numerous. In Europe, 
extensive studies of this type have been made espe- 
cially by Bircher and Hirsch. Various theories as 
to the development of goiter are based on the recog- 
nition of regions in which goiter is frequent, those in 
which it is infrequent, and those in which it does not 
occur at all, but as yet no entirely satisfactory solu- 
tion of the problem has been possible. In fact, even 
the basis of these theories was only partially correct. 
For example, nearly all of northern Germany, in- 
cluding Brandenburg, was regarded as free from 
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goiter, whereas the investigations reported by 
Staemmler in 1914 and especially those reported by 
Nussbaum in 1934 from the Pathologico-Anatomical 
Institute of the Charité demonstrated that Berlin 
and Brandenburg are not regions in which goiter is 
infrequent but zones of endemic goiter. Moreover, 
Sauerbruch, who had considerable experience in 
goiter surgery during the time he was practicing in 
Zurich and Munich, on several occasions commented 
on the astonishing frequency of goiter in his Berlin 
practice. In a report from his clinic, Middeldorpf 
called attention to the fact that in contrast to the 
operative material in Munich, the operative mate- 
rial in the Charité showed a predominance of uni- 
lateral and thyrotoxic goiter. In the nine years from 
1918 to 1927, 1,450 cases of goiter were operated 
upon in Munich, whereas in the first three years of 
his Berlin practice Sauerbruch operated upon 319 
cases. The ratio of cases in the 2 cities for the nine- 
year period may therefore be calculated as 1,450:957. 

Nearly all statistics regarding the incidence of 
goiter include malignant struma. They show that, 
with an increase of goiter, there is an increase also 
in malignant tumors of the thyroid (Coller, Graham, 
Erhardt, Wegelin). This is evidenced also in the 
material of the Pathologico-Anatomical Institute of 
the Charité. Staemmler reported 13 malignant 
strumas and Nussbaum 29. Mulvihill concluded 
that a comparative surgical contribution based on 
American conditions would be of interest. 

In Berlin, in the period from 1928 to 1934, there 
were 155 cases of Basedow’s disease and 615 cases 
of struma, a total of 770 cases of goiter. Among 
these there were 32 cases of malignant struma. In 
the Long Island Hospital, in the period from 1920 
to 1932, there were 1,149 cases of Basedow’s disease 
and 1,236 cases of struma, a total of 2,385 cases of 
goiter. Among these there were 29 cases of malig- 
nant struma. The numerical difference between the 
statistics of Sauerbruch and those of the Long Island 
Hospital was due to the difference in the recognized 
indications for the operative treatment of benign 
goiter. In Sauerbruch’s cases the indications are 
based chiefly on clinical factors (the position and 
size of the goiter). Diffuse and nodular changes in 
the thyroid, especially in young persons, are not 
treated surgically at once. In the cases of women, 
cosmetic factors are also considered in determining 
the indications for operation. Thyrotoxic symp- 
toms are first treated medically. In America, indi- 
cations for operation are recognized much more fre- 
quently. In the New York clinic operation is per- 
formed in nearly all cases of nodular changes in the 
thyroid, especially those with slight thyrotoxic 
symptoms which are much more common in America 
than in Germany. Such cases constitute 30 per cent 
of the total number of cases of diffuse or nodular 
strumas in New York. Moreover, in America the 
general practitioner advises operation at the first 
appearance of thyrotoxic symptoms. Leading sur- 
geons such as Plummer, Lahey, Graham, Coller, and 
Goetsch see in the simple “‘adenomas”’ the most fre- 
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quent source of origin of the ‘‘toxic adenoma”’ and 
the stage preceding the development of the “‘ malig- 
nant adenoma.” Practically every toxic or nodular 
struma developing after the thirtieth year of age is 
treated surgically. Without doubt, the considerable 
difference in the ages of the patients at the 2 clinics 
is explained by the difference in the recognized indi- 
cations for surgery. Of the 29 patients with malig- 
nant struma who were seen in the New York Clinic, 
12 were between the second and fourth decades of 
life, whereas of the 32 patients with malignant 
struma who were seen in Sauerbruch’s clinic, only 
2 were of that age. With the exception of 2 patients 
who were sixteen and twenty-nine years of age 
respectively, all of Sauerbruch’s patients with ma- 
lignant struma were between forty and seventy-two 
years old. A short history of goiter was given in 
only sorhe of the cases in both clinics. The brief 
duration of the symptoms in a large percentage was 
noteworthy. In the majority a goiter had been 
present for from two to thirty years. In the latter 
the period of quick growth of the tumor and the 
development of symptoms began with a loss of 
weight. 

Because of the earlier recognition of indications 
for surgery in the New York Clinic, more. than half 
of the malignant strumas were first diagnosed at 
operation or at microscopic examination of the speci- 
men after operation. The tumors belonged to the 
group of “malignant adenomas.” The greater num- 
ber of these strumas were entirely unsuspected 
clinically. Only the minority of the patients with 
such tumors presented unmistakable signs of a ma- 
lignant neoplasm when they entered the hospital. 
In Sauerbruch’s clinic, where malignant degenera- 
tion was proved by histological examination in only 
5 cases, most of the patients entered the clinic in an 
inoperable condition. 

Differences are shown also by a comparison of the 
histological findings in the 2 clinics. In Sauerbruch’s 
cases most of the neoplasms were carcinomas, where- 
as in those of Goetsch, the majority were “‘ malignant 
adenomas.”’ In New York, sarcoma was observed 
only once, whereas in Berlin, 5 sarcomas, including 
I carcinosarcoma were discovered. Since, in the 
opinion of American pathologists, papillary adeno- 
carcinomas, metastasizing adenomas, proliferating 
strumas, carcinoma solidum, and struma colloides 
maligna, as well as papilloma, are believed to have 
their origin in an encapsulated adenoma, they are 
all included under the term “malignant adenoma.” 
The earliest sign of malignant degeneration of the 
at first benign adenoma is the penetration of other- 
wise unsuspected epithelium into the blood vessels 
of the adenoma. As American surgeons are of the 
opinion that 85 per cent of all malignant strumas 
have their origin in an encapsulated adenoma and 
only the remaining 15 per cent are to be regarded as 
scirrhous carcinomas (Billroth), they believe that 
early operation is indicated. Graham’s theory re- 
garding ‘“metastasizing adenoma” and the prolifer- 
ating struma is supported by the German patholo- 
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gist, Wegelin, but other developmental possibilities 
are recognized for carcinoma (the carcinomatous 
struma of Langhans, carcinoma solidum). Sauer- 
bruch believes it doubtful that carcinomas always 
have a relationship to adenomas. He defends the 
theory that some of the malignant tumors have no 
relation to nodular goiter as even the most malignant 
tumors develop in a short time without the presence 
of a noteworthy goiter. Moreover, penetration into 
the blood stream was never found in the Berlin 
material although local and regional lymph-gland 
metastases were common. 

In conclusion the author urges that in Germany 
the relationship between adenoma and malignant 
goiter be investigated further and an attempt made 
to prove or disprove the theory of American patholo- 
gists by systematic study of removed thyroid tissue. 

(LornR). Pau Starr, M.D. 


Stewart-Harrison, R., and Sarasin, R.: Malignant 
Disease of the Larynx and Pharynx. J. Laryngol. 
& Otol., 1935, 50: 233. 


During the last six years cases of malignant disease 
of the upper air and food passages and of the buccal 
cavity have been treated by a technique called the 
“protracted fractional treatment,” the principles of 
which were originally laid down by Coutard. The 
authors describe this technique and discuss the 
reactions of the various tissues. 

The skin reaction is not a limiting factor and not 
an indicator for treatment. It is reduced or pre- 
vented by the application of red and infrared rays. 
The reactions of the blood, salivary glands, blood 


vessels, nerves, and muscles are but rarely decisive 


factors in the treatment. The reaction of the 
mucous membrane is important as an indicator, 
The reaction of the substrate tissues—connective 
tissue, capillaries, muscle, nerve, bone, cartilage —is 
of supreme importance. Damage to the substrate, 
either by the tumor or by the treatment, leads to a 
reduction in the relative sensitivity of the tumor, 
Infiltrating and infected tumors, recurrences, and 
incompletely treated tumors begin with a damaged 
substrate and are resistant to treatment. 

The technique must be modified according to the 
relative sensitivity in the given case. The more 
resistant a tumor, the slower is its reaction to irradia- 
tion and the longer must the treatment be con- 
tinued. The time may vary from twenty to one 
hundred days. The size of each dose and the total 
dose are dependent on the time. The time must be 
varied during the course of the treatment according 
to the local and general reactions. When a long 
time and large fields are used the local reactions 
must be slight. Accordingly, small individual doses 
are used. Thereby, the intensity of the radio. 
epithelitis and the effect on the general condition is 
reduced. The subjective and objective effects of 
the radio-epithelitis are greatly relieved by the use of 
ultra-short wave therapy. 

The basis for the technique described was pro- 
vided by certain classical experiments which proved 
that by lengthening the time (decreasing the in- 
tensity) of irradiation by decreasing the size and 
increasing the number of the single doses it is 
possible to destroy the malignant tissues more 
effectively and protect the healthy tissue from 
irreparable damage. SAMUEL Kaan, M.D. 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Marinesco, G., and Goldstein, M.: The Cells of a 
Metastatic Adeno-Epithelioma of the Dura 
Mater. The Part Played by the Microglia 
(Quelques considérations sur les eléments con- 
stitutifs d’un adéno-épithéliome métastatique de la 
dure-mére. Rédle de la microglie). Ann. d’anat. 
path., 1935, 12: 101. 


Recently the authors had occasion to examine an 
adeno-epithelioma of the lower surface of the 
dura mater in a woman fifty-two years of age who 
had been operated on several years previously for a 
tumor of the breast. The psychic symptoms caused 
by the edema of the brain resulting from the malig- 


' nancy of the tumor had almost completely masked 


the symptoms of tumor. The metastasis had appar- 
ently been carried to the dura mater by way of the 
superior longitudinal sinus. The tumor was sur- 
rounded by a connective tissue capsule which 
divided it into lobules. It was distinctly glandular 
and showed typical gland structures with acini to 
such an extent that it looked like a papilloma of the 
choroid plexus. The gland structures alternated 


with areas without any structure in which the tumor 
| tissue had undergone necrosis and hyalinization. 


The tumor cells are described in detail and shown 
by photomicrographs. Among them were many 
infiltrating cells which resembled those formerly 
called macrophages but when examined with 


 Hortega or Penfield staining appeared to be young 


microglia cells. Apparently the tumor cells had 
secreted an irritating substance which had caused a 
reaction on the part of the surrounding tissue, which 
in turn had brought about an infiltration of the 


_ vessels with polynuclears and a necrosis of tissue 


resulting in an agglomeration of microglia cells, the 


_ function of which was to engulf the destroyed tissue 


and the débris of the tumor itself after it had 
become necrotic. The presence of microglia cells in a 
tumor which does not contain nerve tissue or glia 


| shows that these cells must have reached the neoplasm 


by way of the circulation. This is a strong argu- 
at in favor of the mesodermal origin of microglia 
cells, 

The brain substance around the tumor showed 
dilated blood vessels and small masses of calcareous 
tissue. Where the fibrous capsule was lacking and 
the tumor was in direct contact with the brain the 
latter was infiltrated with the plasma cells which 
surrounded the acini of the tumor. The malignant 
tumor had irritated not only its own cells but also 
the surrounding brain tissue as almost all of the left 
hemisphere presented a marked edema visible to the 
naked eye. AupRrEY Goss Morcan, M.D. 


NERVOUS SYSTEM 


SPINAL CORD AND ITS COVERINGS 


Butler, R. W.: Paraplegia in Pott’s Disease, with 
Special Reference to the Pathology and Eti- 
ology. Brit. J. Surg., 1935, 22: 738. 

In a survey of 801 cases of Pott’s disease, para- 
plegia was found in 92 (11.4 per cent). Butler 
reviewed also 94 other cases of paraplegia with Pott’s 
disease, a total of 186 cases. The paraplegia devel- 
oped with equal frequency under and over the age of 
sixteen years. The lesion occurred in the cervical 
region in 16 cases, in the thoracic region in 22 cases, 
in the midthoracic region in 83 cases, in the low 
thoracic region in 52 cases, at the thoracolumbar 
junction in 12 cases, and in the lumbar region in 
Icase. _ 

The cases were of 3 types. In those of the first 
2 types the paraplegia developed early, while in those 
of the third type it developed late, sometimes not 
until many years after the apparent crisis of the 
disease. 

In cases of Type 1 the paraplegia usually occurs 
within the first two years of the disease and is 
usually complete. It may remain stationary for 
many months, but patients who recover usually 
show some improvement after six months. The 
paraplegia is due to a toxic and vascular reaction in 
the cord which in many cases is supplemented by 
compression due to granulation tissue or pus. In 
the cases reviewed, the causes of the mortality asso- 
ciated particularly with paraplegia of this type (45 
per cent) were septic absorption from sores and 
ascending urinary infection. In 30 per cent of the 
cases general spread of the tuberculosis was the 
cause of death. 

In cases of Type 2 the paraplegia develops early 
and persists even when the tuberculous infection in 
the spine becomes completely quiescent. Most per- 
sons who develop paraplegia of this type have had 
inadequate treatment. In the cases reviewed, the 
incidence of paraplegia of Type 2 was 10.9 per cent. 
Paraplegia of this type is established because the 
disease lasts so long before healing occurs and its 
toxic, vascular, or mechanical effect on the cord is 
so profound that the damage to the nerve tissue 
becomes permanent. Compression of the cord by 
bone may result from: (1) a pathological dislocation 
of the spine with pinching of the cord following de- 
struction of the posterior intervertebral joints or the 
pedicles and articular processes, or (2) the forcing 
back of loose sequestra or masses of débris with 
collapse of the other bodies into the vertebral canal. 

The incidence of paraplegia of Type 3 in the cases 
reviewed was 49.7 per cent. Paraplegia of this type 
is not always permanent. Seventy-one per cent of 
the patients under sixteen years of age and 52 per 
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cent of the older patients recovered under con- 
servative treatment. The condition was not com- 
monly due to primary compression of the cord by 
bone. 

Tuberculous pachymeningitis, often mentioned as 
a probable cause of paraplegia, was not encountered 
in the reviewed cases. Ropert ZOLLINGER, M.D. 


SYMPATHETIC NERVES 


Knight, G. C.: Sympathectomy in the Treatment 
of Achalasia of the Cardia. Brit. J. Surg., 1935, 
22: 864. 

The author states that most series of cases of 
achalasia of the cardia include the following three 
separate entities with a different pathological basis: 
(1) vagus failure or achalasia of the cardia; (2) spas- 
modic contraction of the cardia or cardiospasm; and 
(3) hypertrophic stenosis of the cardia. Therefore 
the term “achalasia,” meaning absence of relaxa- 
tion, is used in its widest sense to cover the factor 
common to all three conditions—absence of relaxa- 
tion of the cardia—and not to denote a definite 
pathological entity. 

The clinical picture of cardiospasm is well known. 
The most common site of the obstruction is at the 
level of the diaphragm, but in a few cases the dilata- 
tion may be seen to extend as far as the cardiac 
orifice of the stomach. More rarely, the obstruction 
may be above the diaphragm. 

If the obstruction is due to the presence of an 
intrinsic sphincter, the whole lower inch or two of 
the esophagus must be included in the sphincteric 
action in order to account for the variable site of the 
obstruction. The presence of an anatomical sphinc- 
ter is extremely difficult to demonstrate, but Shat- 
tock has shown two preparations which exhibit a 
widespread thickening of the circular muscle extend- 
ing onto both esophagus and stomack and situated 
entirely below the level of the diaphragm. In post- 
mortem examinations in typical cases of cardiospasm 
it is never possible to demonstrate muscular hyper- 
trophy in the sphincteric region. 

In contrast, is the type of condition which simu- 
lates achalasia in its symptoms and X-ray appear- 
ance, but differs from the latter in that there is a 
muscular hypertrophy. Such a condition is obviously 
not due to incodrdination of the nervous control of 
the cardia, and is comparable to congenital hyper- 
trophic pyloric stenosis. 

The author discusses the various theories regard- 
ing the cause of achalasia and reviews experimental 
work on the production and relief of cardiospasm. 
He states that as integrity of the sympathetic nerve 
supply is necessary for the development of obstruc- 
tion, whether the latter is due to vagus failure or to 
spasm, the obstruction should be relieved by 
sympathectomy. 

In cases of vagus failure, lesions of the vagus trunk 
are rare. Kraus reported a case in which the vagus 
nerve was degenerated, and Politzer a case in which 
it was involved by a mass of glands. The main site 
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of vagus involvement is at the ganglia of Auerbach's 
plexus, in which Rake demonstrated chronic inflam- 
matory changes progressing from round-celled iniil- 
tration to degeneration of the ganglion cells and 
complete fibrosis. In some cases no degenerative 
changes are found. If the normal function of 
Auerbach’s plexus is disturbed, sympathectomy, 
while decreasing the sphincter tonus, might still 
leave the tube dilated. 

In considering cases of the spasmodic type Walton 
discarded cases of hysterical spasm in young women 
because they fail to show dilatation of the esophagus. 
Local reflex spasm due to esophagitis, or ulcer or 
following an operation is usually transient. How- 
ever, true cases of the spasmodic type occur. The 
author cites a case in which the condition followed 
perineal excision of the rectum and a case in which 
it followed the perforation of a duodenal ulcer. 

The various forms of treatment are discussed 
briefly. They include dilatation of the cardia by 
several means, plastic operations on the esophagus 
or cardia, and short-circuiting operations. The find- 
ings of a follow-up of sixty-six patients treated for 
the more severe variety of the condition indicate 
that the various methods of treatment by dilatation 
are not completely successful. The period of relief 
was apparently proportional to the initial degree of 
stretching. It was longest in the cases in which 
digital dilatation was done. Plastic operations have 
little to recommend them. The most uniformly suc- 
cessful operation is esophagogastrostomy. In the 
treatment of cardiospasm by sympathectomy a bi- 
lateral cervicothoracic ganglionectomy was recently 
performed at the Mayo Clinic. The patient obtained 
symptomatic relief, but a bilateral Horner syndrome 
was produced. A preferable procedure is denervation 
of the left gastric artery. The first evidence that this 
operation affects the human cardia was obtained in 
a case in which celiac sympathectomy was per- 
formed by Hume in the treatment of gastric ulcer. 
Roentgen examination two years after the operation 
showed abnormally rapid passage of the meal 
through the cardia. 

To effect a denervation it is necessary to excise 
the left gastric artery with its surrounding fat and 
nervous tissue. Division of the artery alone or of the 
trunks alone is inadequate. Rarely, a branch may 
be seen passing directly from the left celiac ganglion 
to the cardia and not along the course of the vessels. 
The approach to the left gastric artery is made 
through the lesser omentum. In all cases it is neces- 
sary to excise the left gastric vein. A left paramedian 
incision or a double subcostal incision may be 
employed. 

The author reports three cases, one of each of the 
three types. In the first case the condition was of the 
spasmodic type and was completely relieved after 
neurectomy. In the second case it appears to be a 
true achalasia and the sphincter tonus is dimin- 
ished, but there is still some dilatation. Bilateral 
injection of the stellate ganglia did not affect the 
peristalsis of the esophagus. In the third case, an 





ach’s 
lam- 
intil- 

and 
ative 
n of 
omy, 


still 


alton 
omen 
agus, 
er or 
How- 

The 
owed 


vhich 


ussed 
ia by 
agus 
find- 
d for 
licate 
ation 
relief 
ree of 
which 
have 
y suc- 
n the 
a bi- 
ently 
ained 
lrome 
ration 
it this 
red in 
; per- 
ulcer. 
ration 
meal 


excise 
it and 
of the 
1 may 
nglion 
essels. 
made 
neces- 
1edian 
ay be 


of the 
of the 
| after 
o bea 
Jimin- 
lateral 
ct the 
ise, an 


SURGERY OF THE 


example of hypertrophic stenosis of the cardia, there 
has been some diminution of the dilatation of the 
esophagus, but the cardiac obstruction persists. As 
the obstruction in this condition persists after 
death, it cannot be completely relieved by neu- 
rectomy. Epwarop S. Pratt, M.D. 


MISCELLANEOUS 


Rupilius, K.: A Contribution on the Common 
Genesis of Congenital Paralysis of the Dia- 
phragm and Torticollis (Kin Beitrag zur gemein- 
samen Genese der angeborenen Zwerchfell-Laehmung 
und des Schiefhalses). Arch. f. orthop. Chir., 1934, 
34: 628. 


The combination of paralysis of the brachial 
plexus and paralysis of the phrenic nerve was not 
described until recent decades, when it first became 
possible to make a positive diagnosis of paralysis of 
the diaphragm by roentgen examination. This con- 
dition is rare. In the last decade eight cases have 
been recorded in the German literature, and in the 
last few years seven have been reported in other 
countries. In almost all of the cases the paralysis 
involved the superior plexus. One patient had also 
paralysis of the inferior plexus and a fracture of the 
clavicle. Paralysis of the diaphragm is manifested 
by difficult thoracic breathing, cyanosis, failure of 
the abdomen to expand on expiration, absence of 
movement of the affected side of the thorax, and, in 
the roentgen picture, high position of the diaphragm 
and paradoxical respiratory movements. 

Paralysis of the phrenic nerve may be the result 
of birth trauma. Like paralysis of the plexus, it is 
usually a peripheral birth paralysis and is caused 
most frequently by extraction in cases of pelvic 
presentations, partly by pressure of the finger or 
instruments and partly by tearing in delivery of the 
shoulders. It may be the result also of abnormal 
pressure exerted within the uterus when, in pelvic 
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presentation, the head is pressed against the shoulder 
and the plexus is squeezed between the clavicle and 
first rib on the one side and the transverse processes 
of the fifth and sixth cervical vertebra on the other. 
For anatomical reasons the nerves springing from 
the fifth and sixth roots are affected most frequently. 
Other signs of pressure observed more frequently are 
elevation of the scapula, scoliosis of the cervical 
spine, and pressure marks on the ear. 

The case reported by Rupilius was that of a first- 
born female infant who presented by the breech and 
was delivered with difficulty by version. Shortly 
after birth, Erb’s paralysis of the right arm, shorten- 
ing of the right sternocleidomastoid muscle, scoliosis 
of the cervical vertebre with the convexity toward 
the left, and a depression behind the right ear were 
discovered. At first there was only slight cyanosis. 
When the child was three weeks old she had attacks 
of suffocation when sucking and experienced diffi- 
culty in breathing. At the age of six weeks she was 
admitted to the clinic for suspected pneumonia with 
distinct cyanosis, groaning thoracic respiration, and 
fever. On roentgen examination the diaphragm was 
found in a pronounced high position on the right side 
and the heart displaced toward the left. Paradoxical 
movements were observed during respiration, and 
the large intestine was found to have pushed its way 
in between the liver and the diaphragm. Later, a 
triangular shadow appeared in the angle between 
the heart and the right diaphragm. This was at- 
tributed to mediastinal pleursy, but at autopsy per- 
formed the thirteenth week after the child’s birth 
it was found to be due to an atelectatic lower lobe 
of the right lung. The plexus and the phrenic nerve 
were macroscopically unchanged, and no indurations 
were found in their vicinity. The right sternocleido- 
mastoid muscle was embedded in indurated tissue 
except for a few muscle bundles. Rupilius attributes 
the findings to intra-uterine pressure. 

(Von DANCKELMAN). FLORENCE ANNAN CARPENTER. 





SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Cheatle, Sir L.: Schimmelbusch’s Disease of the 
Breast and Dr. A. Lacassagne’s Experiments 
on Mice. Brit. J. Surg., 1935, 22: 710. 


Schimmelbusch’s disease with Cheatle’s addition 
begins in a desquamative epithelial hyperplasia, 
sometimes in the ducts only and sometimes in 
ducts and their acini. It may affect only one duct or 
only one duct and its acini, or may be more widely 
spread. The affected ducts are dilated by the 
presence of colostrum-like cells in a fluid medium. 
The end of this stage is the formation of ducts and 
acinous cysts. The condition begins late in the third 
or early in the fourth decade of life and may last an 
indefinite time or pass on to its next stage at once. 

The next stage—the stage described by Schimmel- 
busch—is the development of multiple epithetial 
neoplastic growths within the cysts. These tumors 
do not transgress their dilated normal boundaries. 
They are frequently papillomatous. They may be 
limited to the ducts, or may grow also in the acini. 
This stage is usually reached late in the fourth or 
early in the fifth decade of life. If the process con- 
tinues, the next and final stage of carcinoma begins 
late in the fifth or early in the sixth decade of life. 

Lacassagne injected estrin into the bodies of 
young male mice of carcinoma strains and of strains 
apparently free from carcinoma and studied the 
breasts microscopically during consecutive stages of 
the treatment. Careful examination of the tissues 
convinced both Lacassagne and Cheatle that the 
changes in the newly-formed breast tissue are the 
same in kind and sequence as those occurring in 
Schimmelbusch’s disease. Carcinoma developed 
earlier in the breasts of the mice of known carcinoma 
strains. The sections convinced Cheatle that 
Schimmelbusch’s disease is a distinct disease un- 
related to mazoplasia (so-called chronic mastitis). 

Cheatle concludes that ovarian extract deprived 
of its luteal content is not contra-indicated in mazo- 
plasia. It often relieves the symptoms. However, it 
is unwise to administer ovarian residue to women 
with cystic breasts. Eart O. Latmer, M.D. 


Muir, Sir R.: The Pathogenesis of Paget’s Disease 
of the Nipple and Associated Lesions. Brit. J. 
Surg., 1935, 22: 728. 

The author bases his views on Paget’s disease on 
studies and observations of the lesion extending over 
many years rather than on the literature. He has 
come to the conclusion that Paget’s disease results 
from an extension of cancerous proliferation from the 
ducts of the nipple to the surface of the epidermis— 
an overflow of cancer cells—and subsequent spread 
upon the surface. 


To the surgeon the most important factor is the 
tendency of Paget’s disease to be associated with or 
followed by carcinoma in the substance of the breast 

Paget not only gave an accurate account of the 
gross appearance of the nipple lesion, but also noted 
that carcinoma frequently followed that lesion and 
that the site of the carcinoma had no relation to the 
nipple. Muir believes that the association of these two 
conditions is due to the fact that both are a sequel to 
antecedent malignant proliferation within the ducts 
of the gland. This proliferation may break through 
the duct walls and give rise to an ordinary infiltrat 
ing carcinoma. 

The Paget cells in the epidermis are the charac- 
teristic feature of the disease. Similar cells are seen 
in the epithelium of the ducts and the acini. The 
only important difference is that Paget’s cells in the 
epidermis undergo degenerative changes as they 
pass or are carried toward the surface. In the 
epithelium of the ducts and acini they remain in a 
more healthy and active state. The author therefore 
defines the Paget cell as ‘“‘a cancer cell growing 
within a healthy or at least non-neoplastic epi- 
thelium.” 

The term “‘intra-duct carcinoma” used by Muir 
means a malignant proliferation of the duct epi- 
thelium before it has broken through the normal 
limits, the walls of the ducts, and infiltrated the sur- 
rounding tissues. The epithelial cells invade the 
latter because they have acquired the essential 
characteristics of malignant neoplasia. They acquire 
these before they transgress their normal boundaries. 
The malignant property is present before the infiltra- 
tion occurs, and the histological features of the cells 
in question correspond whether they are within the 
ducts or outside in the tissue spaces. 

Intraduct carcinoma may be regarded as the final 
stage of the epithelial hyperplasia often present in 
chronic breast disease and often associated with vary- 
ing degree of fibrosis and cystic change. Transitions 
from simple papillomatous ingrowths in the ducts to 
intraduct carcinoma are found. Ultimately the 
ducts may be filled with masses of cells showing all 
the histological characteristics of carcinoma. This 
is the stage to which the term “‘intraduct carcinoma” 
may be applied. Such cells may break through the 
containing duct and infiltrate the tissues, producing 
ordinary carcinoma of the breast. 

Cells undergoing malignant proliferation may 
extend from the small ducts into the acini and grow 
within the latter. There may occur what is prac- 
tically a replacement of the epithelium of the acini 
by cancerous growth. This is called by the author 
“intra-acinous carcinoma.” 

Muir is convinced that intraduct carcinoma may 
be found in nearly all cases of ordinary breast car- 
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SURGERY OF 


cinoma. Its distribution varies greatly. It may 
occur in a localized area and may be associated with 
fibrous induration and cyst formation. It may occur 
also in several areas, or involve a large portion of 
the breast, or affect the ducts of the nipple. It is 
only when the upper parts of the ducts in the nipple 
are affected that Paget’s disease occurs as a secon- 
dary phenomenon. 

Intraduct carcinoma is a very chronic condition 
and may exist many years without breaking through 
the walls of the ducts. In fact, it may never break 
through. In some cases the growth may undergo 
regression and disappear, this process being accom- 
panied by overgrowth of the connective tissue 
internal to the elastica of the duct wall with some- 
times complete obliteration. 

Malignant proliferation may occur in the ducts of 
different parts of the breast, may affect considerable 
areas, and may occur in the ducts of the nipple or of 
the breast or of both. In spreading, the malignant 
cells invade the relatively healthy epithelium. When 
they ultimately reach the epidermis of the nipple the 
condition is called Paget’s disease. 

Intraduct carcinoma of the upper portions of the 
ducts of the nipple is relatively uncommon. Hence 
Paget’s disease is rare. Much more frequent is the 
occurrence of intraduct carcinoma in the ducts with- 
in the breast. The ordinary result is then an infil- 
trating carcinoma of the breast. As intraduct car- 
cinoma may lead to one or both of these lesions, 
Paget’s disease may precede or follow ordinary breast 
carcinoma or may develop without the occurrence 
of the latter. J. Dantet WittEMs, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ziegelman, E. F.: Tracheal Diverticulum. Obser- 
vations on a Cadaver and Results of Histologi- 
cal Study. Arch. Otolaryngol., 1935, 21: 414. 


Ziegelman reports an unusual tracheal divertic- 
ulum which was discovered in the course of a 
routine dissection of the lower part of the neck. 
He described an acquired type and a congenital 
type of tracheal diverticulum. The antecedent 
factor of the acquired type seems to be infection of 
the mucous glands of the posterior wall of the 
trachea. The exciting cause is believed to be an 
increase in the intratracheal air pressure. The 
diverticula may reach a size sufficient to produce 
clinical symptoms and may constitute the source of 
pulmonary infection. The ideal treatment seems to 
be surgical removal by amputation or inversion 
with, if necessary, a change of the patient’s occupa- 
tion. Jacos M. Mora, M.D. 


Adams, W. E., Hrdina, L., and Dostal, L. E.: Vascu- 
lar Changes in Experimental Atelectasis. Mor- 
phological, Physiological, and Biochemical. 
J. Thoracic Surg., 1935, 4: 377: 


In experiments on animals the authors demon- 


strated that massive atelectasis of the lung is 
attended by an apparent increase in the vascularity 
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of the tissue. The latter is a passive congestion 
rather than an active hyperemia. Therfore, the 
volume flow of blood in atelectatis tissue is de- 
creased. 

In chronic atelectatis there is a gradual disinte- 
gration of the alveolar walls with the formation of 
channels leading from the circulating blood stream 
through the alveoli. The circulating blood re- 
expands the alveoli and may extend up the air pas- 
sages into the smaller bronchioles. Such phenomena 
were first observed near the periphery of the lung 
parenchyma, around the larger bronchi, and after 
the atelectasis had been present for about four 
weeks. The changes slowly increased, but were 
never observed to replace the usual architecture of 
atelectatic tissue in all parts of the section. 

The authors demonstrated a decreased volume 
flow of blood through an atelectatic lung by in- 
jecting the pulmonary arterial system, by determin- 
ing the oxygen content of the blood, and by bleeding 
atelectatic and normal lobes of similar size. Oxygen 
saturation of mixed arterial blood was little in- 
fluenced by the production of atelectasis of the left 
lung. This suggests a very low percentage volume 
flow of blood through the atelectatic lung. 

Eart O. Latimer, M.D. 


Stoichitza, N. N., and Cretzu, V.: The Lobar Form 
of Pulmonary Syphilis (La ferme lobaire de la 
syphilis pulmonaire). Arch. méd.-chir. de V’appar. 
respir., 1935, 10: I. 

The frequency of syphilis of the lung is difficult to 
establish because of the divergence of various 
statistics. Modern studies owe much to roentgen 
examination. The lesions can be divided sche- 
matically into three types—gumma, fibrosis, and 
bronchopneumonia. 

Gummas appear as rounded masses varying in 
size from that of a pea to that of an orange. On 
healing or breaking down, the lesions become stel- 
late scars or cavities. Gummas are never numerous 
and may be single. 

Fibrosis may be manifested by stellate scars or 
sclerotic bands which extend from the hilus or from 
a sclerotic focus in the parenchyma. In 1929 Gate 
described a micronodular form which resembles 
miliary tuberculosis. 

Syphilitic bronchopneumonia may resemble any 
of the forms of tuberculous bronchopneumonia. 

Pulmonary involvement is one of the latest mani- 
festations of syphilis. 

All of the lesions are observed almost exclusively 
in middle life. 

Lobar involvement of the lung is extremely rare 
(Bethoux). The authors report a case, supplement- 
ing the history with three roentgenograms. The 
patient was a man fifty-two years old who had 
suffered for about six months from dyspnea, a cough 
with the expectoration of a mucopurulent sputum, 
and loss of weight and appetite. There was pain in 
the lower portion of the right side of the chest. 
Physical examination revealed signs of consolidation 
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in the upper third of the right lung with numerous 
subcrepitant and bubbling rales. The blood 
Wassermann reaction was positive. The sputum 
was negative for tubercle bacilli. The roentgeno- 
gram showed a dense homogeneous consolidation of 
the upper lobe of the right lung. 

After three weeks of anti-syphilitic treatment the 
patient showed marked improvement and was dis- 
charged from the hospital. A roentgenogram made 
five months later disclosed a rather discrete nodule 
and numerous fine bands of sclerosis in the upper 
lobe. Seven months later only the bands of sclerosis 
remained. ALBERT F. De Groat, M.D. 


Pruvost, Meyer, and Livieratos: The Treatment of 
Giant Cavities by Pneumothorax (Le traitement 
des cavernes geantes par le pneumothorax). Presse 
méd., Par., 1935, 43: 385. 

From their experience in ten cases of pulmonary 
tuberculosis the authors conclude that, in selected 
cases, carefully induced pneumothorax gives very 
gratifying results. They report one of their cases in 
detail with photomicrographs. The patient was a 
woman twenty-eight years old. The upper right 
lobe was almost completely involved by an enormous 
tuberculous cavity. The left lung was relatively free 
from the disease. Successive pneumothorax treat- 
ments resulted in gradual collapse of the upper lobe 
and marked diminution in the size of the cavity, 
but complete healing was prevented by adhesions 
between the lung and the chest wall. In attempts to 
section the adhesions with the thoracoscope, com- 
plete sectioning was impossible because of their 
width, but they were lengthened sufficiently to 
allow complete obliteration of the cavity by the re- 
induction of pneumothorax shortly afterward. Sub- 
sequently the lung remained completely collapsed. 

NATHAN A. Womack, M.D. 


Vaucher, E., Kabkaer, J., and Zenguinoff, G.: 
Considerations on Pleural Eosinophilia in 
Artificial Pneumothorax (Considérations sur 
l’eosinophilie pleurale au cours du pneumothorax 
artificiel). Arch. méd.-chir. de appar. respir., 1935, 
10: 25. 


Pleural eosinophilia belongs to the group of local 


eosinophilias established by Sabrazes (1908), 
Bezangon (1910), Pascheff (1911), Weinberg (1913), 
and Petzetakis (1919), and more recently studied by 
Grégoire (1917). 

Artificial pneumothorax is often complicated by 
pleurisy of variable severity, and attempts have 
been made to determine the prognosis of this com- 
plication from the cytological picture of the effusion. 
Rist (1912) and others have pointed out that the 
presence of eosinophiles is a favorable sign. 

The authors report four cases in which acute 
pleurisy developed during the course of pneumo- 
thorax for pulmonary tuberculosis. In two cases it 
seemed to have been precipitated by lipiodol injec- 
tions. In all of them the fluid was turbid but free 
from organisms. Guinea-pig inoculations were nega- 


tive. Differential counts made on the pleural fluid 
showed the number of eosinophiles to range from 10 
to 36 per cent. In one case the eosinophiles in the 
blood rose to ro per cent at the time the effusion was 
absorbed. In the others the eosinophile count of the 
blood was normal. In all of them the course of the 
pleurisy was distinctly benign. 

The authors discuss the origin of the eosinophiles. 
They favor the view that the cells are produced 
locally; they appear in the blood as the result of mi 
gration from the inflammatory focus; and they are 
to be regarded as lymphocytes, monocytes, or poly- 
morphonuclear leucocytes which have undergone a 
specific form of granular degeneration. This theory 
is supported by the presence of monuclear eosino- 
philes in the fluid. 

The types of pleurisy which give rise to eosino 
philia appear to be those due to toxic irritation 
rather than those due to bacterial invasion or phy- 
sical or chemical traumatism. Efforts to produce 
pleural eosinophilia experimentally in dogs were 
unsuccessful. ALBERT F. DE Groat, M.D. 


Fruchaud, H., and Thalheimer, M.: The Tech- 
nique of Phrenicectomy with Exposure of the 
Accessory Phrenic and Subclavian Nerves 
(Technique de la phrénicectomie avec recherche du 
phrénique accessoire et du nerf du sous-clavier 
J. de chir., 1935, 45: 513. 

Fruchaud and Thalheimer have found that the 
failure of phrenicectomy as usually done to control 
the movement of the diaphragm is due in some cases 
to the presence of accessory nerves with motor fibers 
that anastomose with the phrenic nerve below the 
point of section. Failure of alcohol injection of the 
nerve is still more frequent. 

The main trunk of the phrenic nerve runs along 
the anterior surface of the scalenus anticus muscle. 
An accessory phrenic nerve usually originating from 
the fifth cervical root may run parallel with the main 
trunk along the scalenus muscle or may be found 
along the external border of this muscle, crossing the 
nerve roots of the brachial plexus. The subclavian 
nerve also originates from the fifth cervical root, but 
is external to the scalenus anticus muscle although 
sometimes close to its external border. The ac 
cessory phrenic and the subclavian nerves may be 
closely associated and may even anastomose. 

In order to expose and section or alcoholize these 
accessory nerves in the operation of phrenicectomy, 
the incision must be made high in the neck, two 
fingerbreadths above the clavicle. When exposed 
through this incision the main trunk of the phrenic 
nerve is found on the anterior surface of the scalenus 
anticus muscle, usually in its median portion. Here 
it is easily detached and lifted out. Through such an 
incision also the region of the fifth cervical vertebra 
can be carefully explored, especially its anterior sur- 
face and lower border, as it is at this level that the 
accessory phrenic and subclavian nerves are usually 
to be found. When these accessory nerves as well as 
the main trunk of the phrenic nerve have thus bee! 
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exposed, they may be sectioned or injected with al- 
cohol according to the indications. Any accessory 
fibers too small to be injected should be sectioned, 
even when alcohol injections are used for the larger 
nerve trunks. If no accessory nerve is found at the 
level of the fifth cervical vertebra, the region of the 
sixth cervical should also be explored as an accessory 
nerve may arise at this point. Atice M. Meyers. 


Vallebona, A.: The Roentgenological Picture of 
Bronchiectasis (Il quadro radiologico delle bron- 
chiectasie). Radiol. med., 1935, 22: 329. 


In a brief review of the application of roentgeno- 
logical methods to the study of bronchiectasis, 
Vallebona states that recently there has been a 
tendency to improve simple roentgenological tech- 
nique and to eliminate the use of a contrast sub- 
stance (bronchography) for visualization of the 
bronchial tree. 

The improvement consists in the adeption of a 
new method, called stratigraphy, which permits 
visualization of a given plane and eliminates the 
superimposition of shadows produced by the various 
planes of the organ under observation. This is 
accomplished by imparting a slight rotary motion 
around a given axis either to the patient or to a 
rigid system connecting the tube and the film while 
the roentgenogram is being taken. 

First the author describes and compares the 
roentgenograms of the normal bronchial tree ob- 
tained with and without the use of iodized oil. He 
stresses the importance of stratigraphy and its ad- 
vantages over other methods. 

In non-complicated cases of bronchiectasis slight 
dilatation of the medium-sized and small bronchi 
which usually cannot be demonstrated by ordinary 
roentgenological methods can be conveniently visu- 
alized by bronchography or stratigraphy. As the 
dilatation becomes more marked, visualization be- 
comes possible by ordinary methods. 

The most typical picture of non-complicated 
bronchiectasis is characterized by numerous deli- 
cately outlined circles which approach or overlap one 
another. Often, instead of being circular, the units 
of this pattern are irregularly faceted. 

The picture is that of a polycystic lung. It there- 
fore becomes necessary to differentiate mainly be- 
tween the following three types of anatomico- 
pathological entities: (1) congenital anomalies of 
the cystic type, (2) congenital or acquired bron- 
chiectasis, and (3) bullous emphysema. 

The author admits that differentiation between 
these three types is often difficult, if not impossible, 
but that in many cases the picture is so typical that 
it can be hardly misinterpreted. 

He next discusses the roentgenological picture of 
bronchiectasis associated with other morbid condi- 
tions and presents some of his own observations and 
a series of roentgenograms. 

He reviews the advantages of stratigraphy in the 
study of bronchiectasis and then describes in detail 
the findings of bronchography in this condition. 


He takes up briefly also the differential diagnosis, 
stressing particularly the distinguishing features be- 
tween tuberculous cavitation and bronchiectasis. In 
conclusion he emphasizes the importance of roent- 
genological examination in the study of the evolution 
of bronchiectasis. RicHarD E. Soma. 


Bohrer, J. V.: Lobectomy for Bronchiectasis in 
Children. J. Thoracic Surg., 1935, 4: 352. 

The author reviews forty-one cases of lobectomy 
for bronchiectasis in children, including five of his 
own. The children ranged in age from two and a half 
to thirteen years. The mortality was 34 per cent and 
practically the same whether the operation was per- 
formed in one or two stages. 

As 50 per cent of adults with bronchiectasis trace 
the beginning of the disease to childhood, Bohrer 
believes that lobectomy during childhood will pre- 
vent many cases from becoming inoperable. 

Fart O. Latimer, M.D. 


Dubrow, J. L.: Congenital Cyst of the Lung. 
Radiology, 1935, 24: 480. 

Dubrow reviews the literature on congenital cyst 
of the lung and reports five cases of his own. 

He states that there are both symptomatic and 
asymptomatic cysts of the lung. The symptomatic 
cysts are of the following four types: (1) those pro- 
ducing symptoms and signs suggesting valvular 
pneumothorax with the mechanism of obstructive 
emphysema; (2) cystic degeneration of a whole 
lung suggesting pulmonary atelectasis; (3) fetal 
bronchiectasis simulating the acquired form; and 
(4) congenital retention cysts secondarily infected 
and associated with acute or subacute pulmonary 
disease. The asymptomatic cysts are solitary or 
multiple cysts with an open bronchial connection. 
These may be discovered accidentally. 

Dubrow’s first case was that of a white man 
forty-two years old who had a congenital cyst of the 
right lung and chronic bronchitis of moderate 
degree. The second was that of a negro man fifty- 
three years old who had a congenital air cyst of the 
right lung with chronic bronchitis of moderate 
degree and arterial hypertension. The third was 
that of a white man forty-two years old in whom an 
asymptomatic congenital cyst of the lung was dis- 
covered in the course of examination for symptoms 
referred to the genito-urinary tract. The fourth case 
was that of a man with a congenital asymptomatic 
cyst of the left lung and chronic pulmonary tuber- 
culosis of the apex of the right lung, and the fifth 
case that of a white man thirty-eight years old who 
was suffering from congenital bronchiectasis with an 
atelectatic effect. J. Danret WILLems, M.D. 


Nicotra, A.: Anatomicoroentgenological Charac- 
teristics of Congenital Cystic Lung (Rilievi 
anatomo-radiologici sul polmone cistico congenito). 
Radiol. med., 1935, 22: 238. 


“Congenital cystic lung” is the common name for a 
peculiar areolar structure of the lung with the char- 
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acteristics of a congenital lesion. The term “cystic” 
is probably incorrect as the air-containing spaces are 
not true cysts. The cavities usually contain air and 
are in communication with the bronchi. Though 
such a connection is not demonstrated invariably, 
it must exist as such air-filled cavities could not per- 
sist unless air were supplied and replenished con- 
stantly to make up for the air removed by absorp- 
tion. It is possible that the proper X-ray technique 
combined with bronchography may demonstrate it. 

Clinically, the diagnosis of such cysts is based 
principally on X-ray examination, although fre- 
quently important clinical symptoms are present. 
There may be asymmetry of the thorax with under- 
development of the thorax on one side and over- 
development on the other. The anteroposterior 
diameter of the chest is usually abnormal. Symp- 
toms of tuberculosis are absent. The sputum is 
constantly negative. In spite of the cavities demon- 
strated the patient remains in good health. 

The author reviews the cases recorded in the 
literature and reports three cases. The X-ray find-~ 
ings in his cases were fairly constant. They showed 
persistence of pulmonary tissue similar to the fetal 
structure, especially in the apical and subapical re- 
gions; agenesis of a rich alveolar system with its re- 
placement by a rudimentary system of aerated 
cavities; and agenesis of the ramifying bronchial 
system in both the direct trunks and collaterals and 
its replacement by rudimentary canal-like formations 
free of ramifications. All of these changes seem to 
indicate retardation of the development of the 
arborizations of the broncho-alveolar apparatus. 


They may involve an entire lung or only parts of it. 
The organs of the mediastinum may or may not be 
displaced. The author calls the portions of the lung 
involved “respiratory units” as he claims they are 
functioning entities. He states that the congenital 
cystic lung is not composed simply of pulmonary 


cysts. There is an almost necessary concomitant 
hypodevelopment of the bronchial tree which is 
certainly different from the normal. Instead of 
ramifying, the straight under-developed bronchus 
passes directly into a cystic space. The author shows 
this change by diagrams. Although the changes in 
the bronchial tree are less evident in the roentgeno- 
grams than the cysts because they are masked by the 
cysts, careful study of the chest from many angles 
allows their identification. 

In the differential diagnosis of congenital cystic 
lung it is necessary to rule out bronchiectasis. 
Bronchiectasis is usually limited to a small segment 
or numerous small segments of one or more bronchi, 
many of the bronchial ramifications and alveoli re- 
maining intact and normal. In congenital cystic lung 
the entire unit is involved. Bronchiectasis involves 
individual bronchi. At times the grapelike form of 
bronchiectasis is very difficult to differentiate. 
However, its differentiation is often rendered possible 
by a study of roentgenograms made from different 
angles while opaque media is being injected and 
after emptying. 
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Subpleural cysts and other cysts which have their 
origin exclusively in the alveolar tissue are usuall\ 
differentiated with ease. A. Louts Rost, M.D. 


Archibald, E.: A Consideration of the Dangers of 
Lobectomy. J. Thoracic Surg., 1935, 4: 335- 

The author classifies cases of bronchiectasis into 
three groups. In Group 1 he places those with 
clinical symptoms suggesting only an aggravated 
form of chronic bronchitis with later catarrhal in- 
fection. In these cases lipiodol filling shows a 
cylindrical form of dilatation without evidence of 
bronchiectatic abscess. There is no X-ray evidence 
of an old unresolved pneumonitis. The patients 
suffer only from cough with the expectoration of a 
considerable amount of sputum which is either 
mucoid or mucopurulent. As a rule they have only 
one or two spells of coughing in a period of twenty- 
four hours. They never have fever. 

In Group 3 are the cases with chronic sepsis, fre 
quent attacks of fever, dyspnea on exertion, frequent 
spells of coughing, abundant and often foul sputum, 
and clubbing of the fingers. On X-ray examination 
an old unresolved pneumonitis is found. Lipiodol 
injection demonstrates cylindrical, fusiform, and 
saccular dilatations and frequently small and large 
abscesses. 

In Group 2 are the cases intermediate between 
those in Groups 1 and 3. They are the cases of 
patients who, though seriously distressed by cough 
and a fair amount of sputum with at times a foul 
odor, do not suffer from sepsis. The absence of 
sepsis is due to good drainage through the bronchi. 
X-ray examination after lipiodol injection often re- 
veals cylindrical, fusiform, and even small saccular 
dilatations, but shows no clearly defined abscesses. 
Patients in this condition are neither good nor poor 
surgical risks. 

The author is of the opinion that in cases of Group 
1 lobectomy should not be considered until aggrava- 
tion of the condition brings them into Group 2. A 
frequent cause of increased severity of the disease is 
an intercurrent pneumonitis. In cases of Group 2, 
lobectomy is indicated. In cases belonging to Group 
3 the mortality of lobectomy is high, but the risk of 
the operation is justified as medical management is 
hopeless. 

In cases of relatively mild infection, such as the 
more favorable cases in Group 2, artificial pneu- 
mothorax, phrenicectomy, and, occasionally, Hed- 
blom’s graded thoracoplasty may be considered. 

The dangers of lobectomy are infection, acute dis- 
turbances of the respiratory function, and complica- 
tions due to the operation. The most important 
complications are hemorrhage from wounding of the 
pedicle vessels, air embolism, and mediastinal 
emphysema. 

Infections responsible for death include localized 
and total empyemas, septicemia developing from an 
empyema or infection of the stump, virulent infec- 
tion of the chest wall, contralateral pneumonitis with 
or without pneumonitis of the side operated upon, 
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and infection of the stump leading to secondary 
hemorrhage. 

As empyema of some degree occurs in nearly every 
case in which lobectomy is done, it is advisable to 
cause the formation of adhesions of the upper lobe 
before undertaking the operation. This serves the 
double purpose of stabilizing the mediastinum and 
preventing total empyema. To reduce the chance of 
pneumonitis of the other lung the author blocks the 
main bronchus of the involved lobe with a balloon. 
Before the operation he empties the affected lung as 
much as possible by postural drainage. Adequate 
drainage prevents death from tension pneumothorax. 
Archibald attempts to prevent the formation of a 
bronchial fistula by carbolization and the application 
of silver wire ligatures to the stump. 

The merits of the one-stage and two-stage 
lobectomy are discussed at length. The author pre- 
fers the one-stage operation except for the more 
septic cases of Group 3. —- Eart O. Latimer, M.D. 


Wangensteen, O. H.: Observations on the Treat- 
ment of Empyema, with Special Reference to 
Drainage and Expansion of the Lung. J. 
Thoracic Surg., 1935, 4: 399- 

The aims of surgery in empyema are the establish- 
ment of drainage and re-expansion of the lung. 

In the establishment of drainage in the presence 
of a thin exudate, a displaceable mediastinum, or a 
non-adherent lung, it is necessary to preserve the 
chest wall intact. Needle aspiration or drainage 
through an intercostal catheter, water-sealed or 
connected with some other type of closed system, 
will prevent serious changes in the intrapleural 
pressure but may not afford adequate drainage. 
Open drainage by rib resection should be reserved 
for cases in which the exudate may be evacuated 
when the effects of open pneumothorax will no longer 
be manifested on the other lung. Important de- 
siderata in the establishment of open drainage are a 
stable mediastinum and a lung adherent to the 
chest wall that will not be collapsed by the admis- 
sion of atmospheric pressure to the thorax. 

Following the establishment of open drainage, 
re-expansion of the lung and obliteration of the 
empyema cavity are favored by: (1) the contractile 
force exerted by adhesions which form between the 
visceral and parietal pleural, where the lung lies 
closest to the chest wall; (2) the stretching effect of 
forced inspiration and blowing against resistance 
upon the exudate or adhesions lying on the visceral 
pleura which tend to inhibit the expansion of the 
lung; and (3) the maintenance of subatmospheric 
pressure. Jacos M. Mora, M.D. 


HEART AND PERICARDIUM 


Schur, M.: Problems of Adhesive Pericarditis 
(Probleme der adhaesiven Perikarditis). Ergebn. d. 
inn. Med. u. Kinderh., 1934, 47: 548. 


The author reviews the pathological anatomy and 
physiology and the symptoms of adhesive peri- 
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carditis on the basis of the literature and his own 
material of seventeen cases. He states that the three 
chief causes of the condition are tuberculosis, 
“rheumatism,” and septic general infections. The 
differentiation of an accretio from a concretio or the 
differentiation of two varieties (Volhard) he con- 
siders impracticable. He believes that the most im- 
portant causes of the congestive type (ascites precox) 
are dynamic and mechanical factors leading to extra- 
cardial interference with the venous afflux, particu- 
larly in the hepatoportal angle, and that inter- 
ference with the contractions of the heart muscle by 
the induration is responsible only secondarily. In 
disagreement with the view held by most surgeons, 
he believes that even when there are no apparent 
adhesions to the anterior thoracic wall the condition 
is essentially a disturbance of systole. 

Myocardial disturbances may occur as complica- 
tions of rheumatic conditions or as the sequelae of 
constriction of the heart by an adhesive process. 
Hydrothorax associated with the ascites is not in- 
dicative of special involvement of the left heart. 
When it is associated with muscular insufficiency of 
the right heart it is to be regarded as due to a me- 
chanical disturbance of the outflow from the superior 
vena cava and the azygos and hemi-azygos veins. 

In contrast to Volhard’s cases, Schur’s cases fre- 
quently have shown enlargement of the heart, espe- 
cially when the condition was due to rheumatism. 
The factors determining enlargement of the heart are 
the condition of the heart before the onset of the 
pericarditis, the amount of pericarditic exudate, the 
time at which the exudate becomes organized, and 
the ability of the heart to react to the systolic dis- 
turbance with dilatation. However, the enlargement 
of the heart is slight in comparison with the severity 
of the symptoms of circulatory insufficiency. Dis- 
turbances of rhythm were found in one-third of the 
author’s cases, and the electrocardiogram usually 
showed very low waves. On change of position a 
change in the electrical axis failed to occur because 
of the immobility of the heart. 

Failure of operative liberation of the heart from 
the adhesions is due to insufficient correction of the 
extracardial stasis in the vena cava. The theory that 
irreparable damage is done to the liver is incorrect as 
this organ possesses an enormous regenerative power 
and the unsuccessful results of operation are due to 
mechanical, not toxic, injuries. 

(H. W. Passer). Leo A. JUHNKE, M.D. 


MISCELLANEOUS 


Barsony, T.: Hiatus Hernias (Ueber Hiatus-Brueche). 
Orvosképzés, 1934, 24: 137. 

Hiatus hernias are diaphragmatic hernias in 
which the hernial opening is formed by the esophag- 
eal hiatus. 

As a rule, when the subject is in the recumbent 
position, a portion of food swallowed remains lodged 
in the esophagus above the diaphragm especially 
during inspiration when the intra-abdominal pres- 
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sure is increased. Frequently the peristaltic contrac- 
tion of the esophagus does not reach the hiatus but 
stops as an end-contraction about two fingerbreadths 
above it. 

The portion of the esophagus between the end- 
contraction and the hiatal narrowing becomes di- 
lated, sometimes to such a degree that a sort of am- 
pulla is formed. Such an epiphrenic dilatation of the 
esophagus may simulate:a small hiatus hernia. The 
author therefore suggests for it the term “‘pseudo- 
hernia.”’ He states that his reports on this condition 
were disregarded by later investigators. Therefore 
it was believed at Bergmann’s clinic that they saw 
300 cases of hiatus hernia or hiatus insufficiency in 
the period of one year. However, after five years, 
Sauerbruch’s clinic came to the same conclusions as 
the author. 

The orifice of the hiatus hernia, the esophageal 
hiatus, lies between the heart and the spinal column. 
A hernia which extends into the thoracic cavity in 
the recumbent position may fall back in the standing 
position. Therefore the roentgen examination for 
hiatus hernia should be made with the patient in the 
recumbent position. The lower portion of the esoph- 
agus may become filled also in cases of insufficiency 
of the cardia. These are cases of pseudo-hernia. 


The diagnosis is reliable only when, with the pa- 
tient in the recumbent position, first the epiphrenic 
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shadow becomes visible and later the filling of the 
esophagus is seen. Asa rule the content of the hernia 
is a portion of the stomach the size of an apple or the 
fist, but even the entire stomach may be displaced 
into the chest cavity. At one examination the con- 
tent of the hernia may be larger and at another 
smaller. When the patient is standing it is usually 
much smaller and in some cases the intrapleural por- 
tion of the stomach may not become filled with the 
contrast medium. 

There are congenital hiatus hernias and congenital 
tendencies toward the formation of such hernias. 
‘ The hernias which develop at advanced age are 
attributed by the author to a slipping mechanism. 
There is no clinical picture which is typical of hiatus 
hernia. Sometimes the hernia is found only acci- 
dentally. When difficulty in swallowing and similar 
disturbances occur in the absence of demonstrable 
organic disease it is probable that they are related to 
a hiatus hernia. The author does not agree with von 
Bergmann that the “epiphrenic syndrome’’—pain 
resembling that of angina pectoris—is due to a hiatus 
hernia. When a hiatus hernia contains only the stom- 
ach the danger of incarceration is slight. This is not 
true, however, when the hernia contains intestine. If 
operation is necessary it is not contraindicated by 
the roentgenological demonstration of a short esoph- 
agus. (ENDRE MaAkAl). Parvrp SHAPIRO, M.D. 
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ABDOMINAL WALL AND PERITONEUM 
Salto, M. J.: A Contribution to the Study of Two 
Rare Varieties of Hernia—Para-Inguinal and 
Peri-Inguinal Hernia (Contribution a l’étude de 
deux variétés rares de hernie—la hernie para- et 
peri-inguinale). Lyon chir., 1935, 32: 129. 

A para-inguinal hernia is a hernia which emerges 
from the abdomen through a congenital abnormal 
opening in the vicinity of the inguinal ring and 
traverses the abdominal wall parallel with, but 
completely separated from, the inguinal canal. A 
peri-inguinal hernia is a hernia which emerges from 
the abdomen near the internal inguinal ring and 
traverses the abdominal musculature independently 
of the inguinal canal, not necessarily parallel with it 
and not through a preformed canal. The para- 
inguinal hernia must therefore be regarded asa 
congenital hernia and the peri-inguinal hernia as a 
variety of lateral ventral hernia. 

Both of these types of hernia are rare, only five 
cases of the para-inguinal variety and twelve cases 
of the peri-inguinal variety having been reported 
in the literature. In several of the recorded cases 
there was some controversy as to whether the 
hernia was para-inguinal or peri-inguinal. 

Following a review of ten of the cases of peri- 
inguinal hernia reported in the literature, the author 


gives detailed reports of four cases of peri-inguinal 
hernia and one case of para-inguinal hernia which 


he treated himself. 
clusions: 

These varieties of inguinal hernia are very rare. 
They cannot be diagnosed prior to operation, and 
their diagnosis at operation requires careful examina- 
tion. As a rule they are small. Closure of the orifice 
is usually sufficient, but reconstruction of the in- 
guinal canal is advisable in addition. 

Max M. ZINNINGER, M.D. 


He draws the following con- 


GASTRO-INTESTINAL TRACT 
Rivers, A. B., and Dry, T. J.: The Differentiation of 
Benign and Malignant Gastric Ulcers. The 
Unreliability of Diagnostic Criteria. Arch. Surg., 
1935, 30: 702. 

Gastric ulcer is much more commonly benign than 
malignant, but there are no infallible signs, except 
the findings of microscopic investigation, which 
prove that a given lesion is benign. The authors re- 
port case histories demonstrating that practically all 
signs and symptoms may at times fail to indicate the 
nature of a lesion, and give the reasons why the 
symptoms of benign and malignant ulcers may be 
identical. 

Because of these facts it appears that unless 
contra-indications to operation are present, it is 


I 


? 
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usually safer to treat gastric ulcers surgically and to 
use non-surgical methods of treatment only when it 
is possible to keep the patient under close observa- 
tion for a prolonged period of time. 


Bloomfield, A. L.: Early Cancerous Changes in 
Peptic Ulcer. J. Am. M. Ass., 1935, 104: 1197. 


The discovery that an apparently benign gastric 
ulcer is malignant is made often enough to justify 
the most strenuous efforts to avert such a tragedy. 
Most writers on the subject assert or imply that 
carelessness of the physician is largely responsible; 
that something could be done early to prevent the 
late and hopeless cancer stages. It is assumed that 
careful study of patients with ulcers which appear 
benign will make it possible to detect early malignant 
changes and effect a cure by radical surgery. The 
purpose of this article is to determine the validity 
of this contention. 

The most extreme suggestion that has been made 
is that every one over forty years of age should be 
subjected to bi-yearly X-ray study of the stomach 
for the detection of early lesions. Practically, how- 
ever, such a routine is impossible because persons 
who feel well or have only minor digestive dis- 
turbances cannot be persuaded to follow such a plan 
Moreover, few, if any, radiologists would have the 
temerity to advise exploration on the strength of 
dubious X-ray appearances even if they roused 
considerable suspicion of trouble. 

A long history of indigestion is supposed to indi- 
cate a benign lesion whereas a recent onset of 
symptoms is supposed to be more characteristic of 
malignant disease. There is doubtless some truth in 
this generalization of ‘‘the long and short history,” 
but in many ulcer-cancer cases there is a long history 
of indigestion often with periods of freedom and it 
is impossible to determine the exact time at which 
cancer supervenes. The age and sex of the patient 
are of little help in the solution of this problem. 
Alvarez and McCarty have called attention to the 
generalization that large ulcers are more likely to 
be malignant than small ones. However, there are 
so many exceptions that in the individual case it is 
unwise to base the treatment on such dicta. 

The study of gastric secretion supports the view 
that there are two types of cancers of the stomach 
which differ in their pathogenesis: (1) cancers aris 
ing in stomachs the site of chronic gastritis with 
anacidity, and (2) cancers arising in peptic ulcer. 
The former is the usual variety, constituting from 
two-thirds to three-fourths of the total number. In 
the diagnosis of cancer ex u/cere the most important 
factor is the presence of acid. 

The author reviews ninety-two cases of cancer 
of the stomach showing that the two types of cancer 
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can be differentiated with considerable certainty on 
the basis of the presence or absence of free acid in 
the gastric secretion. He emphasizes, however, that 
studies of gastric secretion fail to help in the solu- 
tion of the practical problem of deciding when a 
benign ulcer becomes malignant since the acid 
values remain unchanged or are only slightly 
decreased when malignancy develops. 

The failure of ulcer symptoms to respond to 
therapy has been suggested as basis for the suspicion 
of malignancy. This also is of little practical value. 
Of the cases of cancerous ulcers reviewed, symptom- 
atic relief was obtained in five for periods of from five 
to eight months before rapid decline occurred. Con- 
versely, however, it is common to observe cases of 
benign ulcer so refractory to medical therapy that 
surgical therapy ultimately becomes necessary for 
this reason alone. A decrease in the size of the 
lesion under medical therapy is also unreliable as a 
sign of the nature of the condition. Many benign 
ulcers fail to show any change in size on roentgen 
examination over long periods of time and in two of 
the reviewed cases of malignancy the ulcer seemed 
smaller at the time the cancer was extending through 
the walls of the stomach. 

Therefore none of the criteria proposed for the 
detection of early malignant change in a peptic ulcer 
are reliable in the individual case. One is forced to 
the conclusion that, even after the most careful 
study and observation, it is impossible to be sure 
whether early cancerous changes have occurred in 
an apparently benign peptic ulcer. If it is admitted 
that such changes cannot be detected clinically with 


a useful degree of certainty, if it is impossible to dif- 
ferentiate between benign and malignant ulcer until 
late and obvious evidences of cancer are present, 
the question to be answered is whether or not all 
gastric ulcers should be resected as soon as they are 
recognized in order to prevent the development of 


cancer. The decision must depend upon whether 
the hazard of cancerous changes in ulcer is greater 
than the risk of operation. According to the major- 
ity of opinions expressed in the literature, not more 
than 5 per cent of apparently benign peptic ulcers 
are malignant. The mortality of gastric resection is 
at least 10 per cent even when the operation is per- 
formed by skilled surgeons and is probably twice as 
high when operations performed by surgeons in 
general are included. Moreover, even this operation 
may be followed by recurrences of the ulcer and post- 
operative complications such as adhesions, obstruc- 
tion, and persistent indigestion. It must be borne 
in mind also that operation does not always save 
the patient from cancer even when only the earliest 
malignant changes are present at the time it is per- 
formed. Of sixty-eight cases reported by the Mayo 
Clinic in which the malignancy could be demon- 
strated only by the microscope, death presumably 
from recurrence occurred in thirty-six (52.7 per 
cent). 

Therefore the conclusion may be drawn that it is 
clinically impossible to determine early changes in 


INTERNATIONAL ABSTRACT OF SURGERY 


apparently benign ulcers because the criteria, while 
statistically valid, are subject to such variation that 
they cannot be depended upon in the individual case 
even when large size of the lesion is strongly indica- 
tive of cancer. The only practical attitude to adopt 
is to regard small apparently innocent gastric ulcers 
as benign until there is considerable evidence to the 
contrary and to accept the fact that a certain number 
of tragedies will be unavoidable. Such tragedies will 
occur in the future as they have in the past, not 
necessarily because physicians are careless but be- 
cause they are helpless in the face of an insoluble 
problem of diagnosis. Samuet J. Focetson, M.D. 


Sworn, B. R., and Menton, J.: Adenoma of the 
Duodenum. Brit. J. Surg., 1935, 22: 657. 


The authors report a case of adenoma of the 
duodenum. The patient’s history and the findings of 
examination suggested only the presence of a gastric 
ulcer. At operation, the diagnosis of gastric ulcer 
was confirmed and the duodenal tumor was dis- 
covered unexpectedly. Partial gastrectomy was per- 
formed. 

In a review of the literature the authors found 
that in a considerable number of cases of benign 
duodenal tumor the neoplasm was associated with 
pathological lesions elsewhere in the gastro-intestinal 
tract such as multiple polyps, carcinoma, chole- 
lithiasis, and ulcers. The number of cases in which a 
duodenal tumor was the only lesion found has been 
so small that there is doubt whether such tumors 
have a characteristic syndrome. Symptoms, if 
present, are usually due to the associated lesions. 
The most common associated lesion is a peptic 
ulcer. Epigastric discomfort, pain of a colicky 
nature, nausea, and vomiting are therefore not in- 
frequent. Attacks of diarrhea have been reported. 
Melena or the presence of occult blood in the stools 
appears to be the most constant feature of signifi- 
cance. Since these manifestations suggest peptic 
ulcer or carcinoma, the test meal and X-ray examina- 
tion are important guides. X-ray examination, if 
successful, usually demonstrates a filling defect of 
the vacuolation type. Golden says that in the 
presence of a filling defect in the duodenal bulb, 
suggesting a non-malignant tumor, a_ six-hour 
gastric retention may be considered evidence of a 
growth arising in the stomach and prolapsing into 
the duodenum, and the absence of such retention is 
indicative of a growth arising in the duodenum 
itself. 

Adenomas of the duodenum are usually small and 
rarely cause intestinal obstruction. Because of the 
relatively fixed position of the duodenum intussus- 
ception seldom results. 

When the associated lesion is a peptic ulcer, 
radical removal of the ulcer and tumor is advisable. 
There is no recorded case of the development oi 
malignancy in a simple duodenal tumor. When the 
lesion is polypoid, transduodenal resection should be 
sufficient. In the case of a sessile tumor or a tumor 
in which the possibility of carcinoma or sarcoma 
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cannot be excluded, the duodenum should be 

resected and an end-to-end anastomosis performed. 
The article is followed by an extensive bibliog- 

raphy. ARTHUR S. W. Tourorr, M.D. 


Raiford, T. S.: Carcinomas of the Large Bowel. 
I. The Colon. II. The Rectum. Ann. Surg., 
1935, 101: 863, 1042. 


This article summarizes the data obtained in a 
study of the 192 cases of cancer of the colon and 319 
cases of cancer of the rectum that have been admit- 
ted to the Johns Hopkins Hospital, Baltimore, since 
1889. The growths were found most frequently in 
the descending and sigmoid colon, nearly as fre- 
quently in the cecum, and much less frequently in 
the transverse colon and the flexures. Male patients 
outnumbered female patients by a little more than 
2to 1. None of the patients was in the first decade 
of life and only 2 were in the second decade. 

Tumors of the transverse colon showed a surpris- 
ing tendency to invade the stomach. Such invasion 
had occurred in fully half of the cases. 

Metastasis to the liver from cecal tumors was 
comparatively rare, but such metastasis from tumors 
of the transverse and descending colon was common. 
Involvement of the skeletal system was rare. 

In cases of tumor of the right colon surgery offers 
an excellent chance for cure even when the diagnosis 
is made late. The operative technique for growths 
in the right colon is well standardized. Simple resec- 
tion with a good margin of normal bowel followed 
by end-to-end, lateral, or end-to-side anastomosis is 
the easiest procedure, but has the disadvantages of 
occasional incomplete removal and necessitating an- 
astomosis in thin-walled gut where the blood supply 
isnot abundant. Resection of the entire right colon, 
while free from these disadvantages, is a more serious 
procedure. Division of the ileum from 20 to 30 cm. 
above the ileocecal valve with wide dissection of 
the ascending and proximal transverse colon has 
been found most practicable. Ileostomy some dis- 
tance above the anastomosis is of great value to 
prevent undue tension on the suture line. 

The operative procedures employed for cancer of 
the hepatic flexure could not be evaluated as the 
number of cases was too small. 

The surgical procedures used most frequently for 
the removal of growths in the transverse colon were 
simple resection and right colectomy. When ade- 
quate mobilization was obtained the lateral isoperi- 
staltic method of anastomosis gave excellent results. 
End-to-end anastomosis when approximation was 
difficult proved relatively safe from the standpoint of 
immediate mortality, but was followed by a high 
incidence of recurrence. 

In 3 of the 4 cases of carcinoma of the splenic 
flexure in which extirpation was possible, a simple 
I-stage resection was performed. End-to-end 
anastomosis was done in 2 cases and lateral anasto- 
mosis in r case. The Mikulicz operation is also 
adapted to resection of this part of the bowel, but 
its use must be limited to cases in which the tumor 


with its adjacent bowel can be withdrawn through 
the abdominal incision. It has the advantage that 
it may be performed in 3 stages—z2 of which can be 
performed under local anesthesia—to lower the risk 
of postoperative shock. 

The operative treatment of cancer of the descend- 
ing and sigmoid colon was influenced by the location 
and accessibility of the growth. When the cancer 
was high in the descending colon, simple resection 
with end-to-end or lateral anastomosis was _per- 
formed most frequently. The results of the Parker- 
Kerr aseptic anastomosis were not favorable. Too 
often, in this procedure, the more important factors 
of mobilization and preservation of the blood supply 
are neglected for strict asepsis. In the cases reviewed, 
more satisfactory results were obtained by the open 
end-to-end union. 

In the entire series of cases the operative mortality 
was greater following lateral union than following 
end-to-end union. This fact was attributed largely 
to leakage from the blind ends. Recurrence of the 
growth was more than twice as frequent after end- 
to-end anastomosis than after lateral anastomosis. 
This is attributed to the fact that large invasive 
growths necessitate wide resection which renders 
approximation for lateral union difficult and there- 
fore renders end-to-end anastomosis obligatory. In 
the cases reviewed the advantages of preliminary 
colostomy were outweighed by a mortality of 44 
per cent. In cases of advanced disease appendicos- 
tomy and ileostomy are not justified unless the 
obstruction is acute. In operable cases such palliative 
operations should be performed only if the surgeon 
believes they will have a favorable effect on the 
postoperative course. 

Irradiation has been used in the treatment of 
cancer of the bowel so rarely that it was impossible 
to determine its value. However, it has relieved the 
symptoms and prolonged life in hopelessly inoper- 
able cases and has reduced large adherent tumors 
to an operable stage. 

In the reviewed cases of cancer of the rectum in 
which the growth was high enough to be mobilized 
through an abdominal incision, the cancer was re- 
moved by abdominal resection. 

The combined abdominoperineal resection of rec- 
tal cancer has the disadvantage of necessitating a 
permanent colostomy. The wide perineal defect is 
slow to heal as primary closure is impossible. Radical 
resection is followed by a higher mortality than less 
radical procedures, but is more efficient from the 
standpoint of ultimate cure. In the cases reviewed 
the ratio of patients presumably well after the 1- 
stage operation to those presumably well after the 
2-stage operation for similar tumors was about 3:1. 
The 2-stage operation was less satisfactory also be- 
cause of a slightly higher operative mortality. 

Sacral resection is not always possible with pres- 
ervation of the sphincters and a low mortality. 
When, in the reviewed cases, a sacral anus resulted, 
it was far less satisfactory than an inguinal colostomy. 
In the majority of the cases sphincter control was 





















140 


unsatisfactory. Abdominal exploration was impos- 
sible. In a few cases the sacral operation was per- 
formed with satisfactory results for the palliative 
removal of hopelessly inoperable growths. In a few 
in which it was performed after previous exploration 
of the abdomen the patients lived for several years 
with normal bowel function. 

Few growths located in the lower rectum and anus 
could be removed by the perineal route. The opera- 
tions performed for cancers at these sites were more 
or less modifications of the Whitehead method. The 
disadvantages of the perineal operation are similar 
to those of the sacral method. Sphincter control is 
seldom satisfactory; perirectal glands are not always 
removed; and no opportunity is offered for explora- 
tion of the abdominal cavity. 

Fifty-three per cent of the patients entering the 
hospital with carcinoma of the rectum were inoper- 
able. Of those subjected to resection, 22.2 per cent 
died from the effects of the operation. Of those 
surviving the operation, 60.9 per cent died of recur- 
rence and 39.1 per cent were presumably cured. 

In many cases of carcinoma of the rectum the 
symptoms can be alleviated by irradiation. This is 
true particularly in cases of epithelioma of the anus. 

JosepH K. Narat, M.D. 


Haggard, W. D.: Appendicitis. Am. J. Surg., 1935, 
28: 71. 

This report is based on 3,344 operations for 
appendicitis and its complications. The mortality 
was 3.39 per cent. In 1,650 cases of acute, unrup- 
tured, subacute, recurrent, and chronic appendicitis 
there were 12 deaths, a mortality of 0.72 per cent. 
In 672 cases the condition was acute and in 225 the 
operation was performed in the first twenty-four 
hours. One hundred and thirteen operations were 
performed for chronic appendicitis. In 379 cases 
with rupture and a more or less localized abscess 
there were 19 deaths, a mortality of 5 per cent. The 
average duration of the symptoms was five and 
one-third days. In 186 cases of generalized spreading 
peritonitis with gangrene and perforation there 
were 46 deaths, a mortality of 24.7 per cent. In 
these, the average period before operation was two 
and one-fourth days. In 34, the pre-operative period 
was more than three and a half days, and in 1 case of 
secondary peritonitis from a partially walled-off 
abscess it was seventeen days. 

The annual number of deaths from appendicitis 
in the United States is estimated at 20,000. The 
mortality from acute appendicitis is highest in 
Nashville, Tennessee, Salt Lake City, Utah, and 
Oak Park, Illinois. Of 177 cities, it was lowest in 
Altoona, Pennsylvania, where it was 2.3 per cent. 
The high mortality in Nashville is due to purgation 
and delay of hospitalization. 

It seems that the surgical management of appendi- 
citis has not been improved as it should have been. 
Wilkie says that the mortality of the condition is as 
high as it was twenty years ago in spite of the 
increase in the number of capable surgeons, the 
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greater appreciation on the part of the public of the 
danger of appendicitis, extension of hospital facili- 
ties, and great improvement in transportation 
service. To reduce the mortality, it is necessary to 
operate in the early hours of the disease even when 
the attack is regarded as mild. Efforts should be 
made to teach families to avoid purgation in cases of 
abdominal pain. The emergency in appendicitis js 
usually in the first few hours. 
Harry W. FInk, M.D. 


Seifert, E.: A Review of Statistics on Appendicitis 
for Two Decades (Uebersicht ueber 2 Jahrzelinte 
einheitlicher Appendicitisarbeit). Deutsche Ztschr 
f. Chir., 1934, 244: 176. 

The statistics reviewed by the author show that 
in 1,350 appendectomies performed during the years 
IQII to 1920, inclusive, the mortality was 6.8 per 
cent, while in 2,763 appendectomies performed dur- 
ing the years 1922 to 1931, inclusive, it was only 3.; 
per cent. The improvement was due primarily to 
the earlier resort to medical aid. In the second 
decade 44 per cent of the patients were admitted 
to the hospital during the first two days of the 
disease, while in the first decade most of them were 
admitted on the third day. 

The increase in the incidence of appendicitis has 
not occurred only in Germany. In Sweden, as 
reported by Nystrém, as well as in Wuerzburg, the 
results of treatment have become less favorable 
during the past few years. While in Upsala the 
change has been noted especially in the cases of 
children and aged persons, Seifert has been unable 
to confirm the observation in his material. He finds 
that the results of the treatment of abscesses are 
considerably poorer. In 1930 the mortality in cases 
of abscess was increased 3-fold (10 per cent). During 
the years 1932 to 1933, inclusive, the deaths from 
abscess again increased, while the total mortality 
showed a decrease due to the successful treatment 
of peritonitis. A careful review of the fatal cases led 
the author to conclude that the treatment of appen- 
diceal abscess is extremely difficult and should never 
be undertaken by inexperienced surgeons. As in 
none of the fatal cases was operation delayed unti! 
the tumor had disappeared, the clinic has established 
a rule that in cases in which the abscess is unques 
tionably localized, the fever is moderate, the pain is 
slight, and the general condition and bowel activit: 
are good the treatment must be conservative. Cases 
in which the pain and fever persist in spite of con 
servative management for from two to three day: 
are operated upon without removing the appendix 
care being taken to protect the free peritoneal ca\ 
ity in order to prevent general peritonitis. 

(Srevers), Lro M. ZrimMERMAN, M.D 


Salvin, A. A.: The Surgical Treatment of Rectal 
Prolapse. Ann. Surg., 1935, 101: 1051. 


The author describes the anatomical relations 0 
the rectum and discusses the etiology of prolapse 
He states that while it would seem impossible fo: 
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the normally placed and supported rectum to pro- 
lapse, there is evidence that prolonged wasting 
diseases may reduce the size and power of the 
fascial supports and render them functionally in- 
eflicient. The constitutional weakness of infancy and 
of old age enfeebles the rectal muscles just as it 
enfeebles the muscles in other parts of the body. It 
is more probable, however, that rectal prolapse is 
due to a congenital insufficiency. With otherwise 
favorable conditions, an extra long mesorectum or 
mesosigmoid would certainly tend to permit such 
prolapse. The abnormal depth of the cul-de-sac of 
Douglas prevents the abrupt angulation of the 
rectum, rendering it subject to undue overhead 
weight and pressure. This is thought by many to 
contribute to prolapse. Among the exciting causes 
of prolapse, the author cites constipation with its 
attendant straining at stool. Less frequent exciting 
factors may be strains from heavy lifting, rectal 
stricture, and rectal newgrowths such as polyps. 

The operative methods used both in the past and 
at present to correct rectal prolapse are reviewed. 
They are of five types, namely: those which reduce 
the size of the anal opening and the lower end of the 
rectal tube itself; those strengthening the natural 
supports of the rectum; those directed especially 
toward the natural fixation apparatus of the rec- 
tum; those excising the prolapsed portion of the 
rectum; and those obliterating the cul-de-sac of 
Douglas. 

The author reports a case of prolapse of the rectum 
in a woman fifty-eight years old who had been 
operated on twice unsuccessfully. At the third opera- 
tion the author entered the abdomen through a left 
paramedian incision extending from the symphysis 
pubis to the level of the umbilicus. The uterus was 
elevated and fixed to the anterior abdominal wall. 
The recto-uterine peritoneal reflection was incised 
transversely, and two lateral longitudinal incisions 
were made through the rectal serosa into the meso- 
rectum. The rectum was dissected from the vaginal 
septum and from the sacrum excavation, and its 
perineal and sacral flexures were mobilized. The 
rectum was attached to the left lateral posterior 
aspect of the ventrofixed uterus and to the anterior 
abdominal wall with linen sutures. The successful 
result of the operation was still maintained after 
a period of two and a half years. 

HERBERT F. Tuurston, M.D. 


Gordon-Watson, Sir C., and Dodd, H.: Observa- 
tions on Fistula in Ano in Relation to the 
Perianal Intramuscular Glands: With Reports 
on Three Cases. Brit. J. Surg., 1935, 22: 703. 

The perianal intramuscular glands are lined with 
transitional epithelium from the epithelium of the 
anal canal at the anorectal junction. The structure 
of the glands is that of either convoluted mucous 
glands or sweat glands. The glands grow outward 
into loose tissue within the internal sphincter and 
into the limiting annulus of connective tissue which 
separates the internal sphincter above from the 
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external sphincter below. Before the muscularis 
mucose is developed the glands may arrive at and 
penetrate the internal sphincter and the external 
longitudinal coat and in some cases may spread to 
the superficial surface of the levator ani and the 
ischiorectal fossa, to the true pelvis, or into the 
substance of the levator ani muscle. 

The authors believe that as a rule these glands 
lose connection with the anal canal, but that, in 
some instances, as first pointed out by Hermann and 
Desfosses, the duct remains patent and they become 
infected from the anal canal. An abscess in one of 
these glands might easily lead to the formation of a 
perianal or ischiorectal abscess and subsequent 
fistula. The development of a pelvirectal abscess 
and fistula may be due to an infection of one of these 
glands that has penetrated to the deep surface of the 
levator ani muscle. 

The presence of these deep glands makes it im- 
portant to search for a rectal opening when dealing 
with a supposed blind external fistula. When such a 
tract is overlooked the fistula will not be cured. 

The authors believe that frequently these glands 
are not identified in the surgical removal of a 
chronic fistula because the tracts are not examined 
histologically or their histological identification is 
impossible because the condition has become 
chronic and the epithelium has been replaced by 
granulation tissue. 

The authors report three cases in which an anal 
fistula was proved by histological examination to 
have had its origin in an infection of the perianal 
and intramuscular glands. Eart O. Latimer, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 
Bréchner-Mortensen, K.: The Bilirubin-Capacity 
Test as a Test of Liver Function (Ueber Bilirubin- 
belastung als Leberfunktionsprobe). Acta med. 
Scand., 1935, 85: 1. 

To determine the amount of bilirubin in the blood 
serum the author used the photometric method rec- 
ommended by Heilmeyer. After the subject had 
fasted for fourteen hours a specimen of blood was 
taken and 50 gm. of bilirubin dissolved in a 5 per 
cent solution of sodium carbonate at 80 degrees C. 
were injected. Three minutes after the injection 
another specimen of blood was withdrawn, and three 
hours later a final specimen was obtained. The 
amount of bilirubin excreted during the three-hour 
period was computed by taking the difference be 
tween the bilirubin content of the first and third 
specimens and expressing it in percentage of the 
difference between Specimens 1 and 2. 

Preliminary tests showed that the bilirubin con 
tent of the plasma and serum is the same; that the 
upper limit of the normal in the serum is 1 mgm. per 
100 c.cm.; and that the amount is not constant even 
in normal persons as it usually increases with fasting 
and decreases with the ingestion of food. 

Tests were made on twenty-five normal persons, 
twenty-eight patients with a pathological condition 
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of the liver, and thirteen patients in whom a patho- 
logical condition of the liver was merely suspected. 
When the bilirubin test was compared with the 
galactose test, the bromsulphalein test, and deter- 
mination of the content of quinine-resisting lipase in 
the blood, it was found to be apparently somewhat 
more delicate than the others and a satisfactory test 
for liver function. It is not applicable in cases of 
icterus with bilirubinuria. Joan W. BRENNAN, M.D. 


Zilocchi, E.: Studies of the Secretion of Bile in 
Cases of Drainage of the Biliary Tract (Ricerche 
sulla secrezione della bile nel drenaggio delle vie 
biliari). Arch. ital. di chir., 1935, 39: 301. 

Following a discussion of the normal and patho- 
logical physiology of bile, Zilocchi analyzes the com- 
position and quantity of bile as affected by various 
physiological and pathological processes and then 
reports a study he made of the bile secretion of seven 
patients. In all of the latter the bile was deviated 
out of the intestine. One of the patients had 
angiocholitis with empyema of the gall bladder; one, 
hepatogenic jaundice; two, cholecystitis with stone; 
and three, obstruction of the bile passages by a stone 
in the bile duct. All had had various operations for 
bile drainage. In four, the drainage was total, and 
in three, partial. The author collected the bile 
according to the method described by Berard and 
Mallet-Guy. He then determined its quantity, phys- 
ical characteristics, content of mucus, content of 
bile pigment, and, in five cases, its daily content of 
cholesterin. The clinical, operative, and laboratory 
The 
general findings and the author’s conclusions are 
summarized as follows: 

1. In the immediate postoperative period the 
bile secreted was very dark. It remained that color 
for five or six days. There then began a period of 
transition during which the characteristics of the 
bile gradually became more stable. 

2. In the second period, the period of transition, 
began the first variations in the daily secretion. These 
were slight in the cases of total derivation and more 
marked in those of partial derivation. They become 
progressively more marked as the bile assumed the 
characteristics of normal bile. 

3. During the third period in cases of total deriva- 
tion the bile secreted at night was somewhat more 
concentrated than the bile secreted during the day, 
which showed the characteristics of true bile. In 
the cases of partial derivation the bile secreted dur- 
ing the night had the character of biliary secretion, 
while that secreted during the day was a clear fluid 
with the appearance of gall-bladder secretion. 

4. In the cases in which the determination could 
be made most accurately, the quantity of bile 
secreted in twenty-four hours varied from 400 to 750 
c.cm. In all of the cases the quantity of bile secreted 
on the first day was less than that secreted on the 
succeeding days, a fact which must be attributed to 
the action of the anesthetic on the liver. The hourly 
variations in the quantity of biliary secretion showed 


findings in each case are reported in detail. 
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no appreciable rhythm. The maximum and the 
minimum amounts were found either during the day 
or during the night. 

5. Investigation of the quantity of mucus in the 
bile showed very constant results. Determinations 
made under the most diverse conditions, in the bile 
secreted during the first and subsequent days, in 
bile removed by puncture of the gall bladder, and in 
the secretion obtained by partial drainage showed 
that the quantity varied from 2 to 4 per cent. This 
observation supports the theory of Landwehr that 
the greater density of the gall-bladder bile is due to 
the presence of a pseudo-mucin which is not pre- 
cipitated by acetic acid. Only in some cases in the 
immediate postoperative period was there found a 
quantity of mucus greater than the normal, some- 
times amounting to 20 per cent. This was believed 
to be due to an inflammatory condition of the biliary 
tract. 

6. The quantitative variations in the bile pig- 
ments corresponded to the variations in the color of 
the bile. In the immediate postoperative period the 
quantity of these pigments was high, especially 
during the first day, a fact due to the reductiou in 
the secretion of bile and its consequent relative con- 
centration in the first twenty-four hours. On the 
second day it rapidly decreased. Nevertheless it 
still remained high for five or six days. At the end of 
that time there began a new decrease, correspond- 
ing to the period of transition, which terminated in 
minimal values. The considerable increase in the 
pigments in the immediate postoperative period 
depends upon: (a) the increase in their formation 
due to the resorption of extravasated blood and the 
hemolysis caused by the anesthetic, (b) the anes- 
thetic itself, which acts in two ways, decreasing the 
secretion of water and thereby causing a relative 
increase in concentration, and decreasing the elimi- 
nation of pigments by the liver cells; (c) the elimina- 
tion of pigments from the body in cases with 
jaundice; (d) the state of relative dehydration in the 
immediate postoperative period; and (e) the func- 
tional condition of the liver. In the period of transi- 
tion there began hourly variations in the secretion of 
pigments which persisted until the character of the 
bile became stable. In the cases of total derivation 
the variations were slight and consisted in an in- 
crease of the pigments during the night and a 
decrease during the day. In cases of partial deriva- 
tion they were fundamentally the same but much 
more marked because in the secretion occurring 
during the day the pigments were very scarce, some- 
times not measurable. These findings are explained 
by the action of the sphincter of Oddi which, when 
closed, caused the escape of bile from the drain and 
when open permitted its entrance into the intestine 

7. As regards the elimination of cholesterin the 
results obtained did not agree in the different cases. 
In two cases an increase in the cholesterin content 
of the bile was found; in one, a decrease; and in two, 
a normal quantity. The findings seemed to show 
that neither theingestion of food nor starvation hasan 
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influence upon it since, during starvation continued 
for several days after operation, a decrease was 
found in only one instance. Moreover, the fact that 
the cholesterin in the blood was increased in these 
cases suggested that cholesterin is not formed in the 
liver but is merely eliminated by it. The hourly 
variations in the cholesterin had no relation to the 
ingestion of food or fasting. 

8. The observations made in the immediate post- 
operative period are indicative of a general disturb- 
ance of the secretory function of the liver due to the 
operation and the anesthetic. 

9. This period was followed by a longer period of 
varying duration during which the hepatobiliary 
function was gradually re-established. In some cases 
it became entirely or nearly normal, whereas in 
others the improvement did not progress beyond a 
certain limit. EvuGENE T. Leppy, M.D. 


Stevenin, H., Bergeret, A., Albot, G., and Lelourdy, 
J.: Reticulosarcoma of the Spleen (Le réti- 
culosarcome de la rate). Presse méd., Par., 1935, 
43: 382. 


The authors state that reticulosarcoma of the 
spleen is rare. In the case they report, that of a man 
twenty-six years of age, the patient had noted loss 
of weight, weakness, and vague abdominal pains 
for a month before he entered the hospital. On 
examination, the spleen was found definitely en- 
larged and slightly tender. While the patient was 


By 


under observation in the hospital it increased in size 
rapidly. Splenectomy was followed by death in 
shock. 

On section, the spleen appeared red or violet and 
presented numerous scattered tumor nodules and 
areas of necrosis of considerable size. Where their 
structure was well preserved, the tumor nodules 
showed numerous nuclei in a syncytial protoplasmic 
mass rather than a definite cellular structure. Most 
of the nuclei were regular and round or slightly 
elongated, and presented fine chromatin. Mitoses 
were numerous. The connective tissue of the tumor 
was particularly interesting. Staining by the Mas- 
son and Mallory methods showed no collaginous tis- 
sue in either the hyperplastic splenic tissue or the 
tumor nodules, whereas the method of Bielschowsky 
disclosed a very abundant reticulum, the fibers of 
which were large and regularly arranged in the 
splenic tissue, but in the tumor were more irregular, 
winding around between the nuclei. This structure 
of nuclei in a syncytium with the appearance of a 
“culture of nuclei’’ in a reticular connective tissue is 
characteristic also of undifferentiated reticulosar- 
coma in the bone marrow and lymph glands. 

A splenic tumor with very similar histological 
characteristics which occurred in a child three years 
old was reported by Sabrazés and Dupérié in 19209. 
This was the only other apparently true reticulo- 
sarcoma of the spleen that the authors were able to 
find in the literature. ALIcE M. MEYERS. 
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UTERUS 
Labry, R., and Villar, J.: The Therapeutic Indica- 
tions and Technique in Chronic Cervicitis 
(Indications et techniques thérapeutiques des cer- 
vicites chroniques). Gynéc. et obst., 1935, 31: 291. 

From the etiological, clinical, and anatomical 
standpoints, there are many forms of chronic cer- 
vicitis. They may be accompanied by only very 
slight functional disturbances or by pain and local 
complications affecting the general health. Chronic 
cervicitis is a most persistent affliction. Especially 
persistent is gonorrheal endocervicitis. The prin- 
cipal sequelz to be considered are sterility and neo- 
plastic degeneration. The diagnosis of chronic cer- 
vicitis may be difficult. Among other conditions, 
carcinoma in the early stages and syphilis of the 
cervix in all its stages must be ruled out before treat- 
ment is considered. 

The multiplicity of the methods used in the treat- 
ment of chronic cervicitis indicates the inefficacy 
of many of them. However, good results are ob- 
tainable with some. In discussing the various 
methods the authors group them as follows: 

1. Simple gynecological procedures. 

2. Methods aiming at destruction of the cervical 
mucosa (chemical and physiotherapeutic procedures). 
Among these, the use of Filhos’ caustic and dia- 
thermocoagulation merit special attention because 
of their widespread use at the present time. 

3. Surgical methods. 

Before the choice of treatment is made it is nec- 
essary to determine the cause of the condition by 
carefully questioning the patient and her husband, 
and to determine the anatomical and clinical type 
of the lesion by gynecological examination. 

The most important prophylactic measures are 
the cure of gonorrhea before marriage, education 
of the public regarding the dangers of local trauma 
to the cervix (the abuse of douches, the use of 
traumatizing cannulas, maneuvers to induce abor- 
tion), and systematic repair of obstetrical lacera- 
tions of the cervix after delivery. If the risk of 
later complications is to be avoided, chronic cer- 
vicitis must be treated even if it causes no symp- 
toms or disturbance of the general health. When 
adnexal or uterine lesions complicate the picture, 
they may necessitate special therapeutic measures. 

When chronic cervicitis is the sole lesion, the 
choice of treatment should be based upon the ana- 
tomical and clinical form of the condition. 

Chronic cervicitis associated with obstetrical lac- 
erations of the cervix may be relieved by simple 
gynecological treatment or trachelorrhaphy. 

Mild, superficial chronic cervicitis recently ac- 
quired is benefited by simple gynecological proce- 
dures, cauterization, and diathermy. 


Despite its appearance, exocervicitis with hyper- 
trophy of the cervical lips and a patent os is not 
the most serious type. Simple gynecological treat- 
ment, galvanocauterization, or aspiration may bring 
about cure. Cure is obtained most quickly, how- 
ever, by the use of Filhos’ caustic and diathermo- 
coagulation. 

Endocervicitis, particularly that of the gonorrheal 
type, is always extremely resistant to treatment. 
Biological methods and local applications give only 
temporary relief. The most useful procedures are 
diathermocoagulation and intracervical irrigations 
followed, if not entirely successful, by one applica- 
tion of Filhos’ caustic. 

Very old lesions with tumor formation justify 
surgical removal of the cervix. In suspicious cases 
in older women total hysterectomy or radium ther- 
apy may be indicated. 

Inflammation of the cervical stump after subtotal 
hysterectomy should be treated by surgical amputa- 
tion or electrocoagulation. 

The general condition should also be considered 
as women with chronic cervicitis are usually ex- 
tremely nervous and anxious because of the chronic- 
ity of their ailment. Haron C. Mack, M.D. 


Mondor, Lamy, and Leroy: Infarction and Gan- 
grene of the Uterus (Infarctus et gangréne de 
Vutérus). Presse méd., Par., 1935, 43: 377: 

Infarction of the uterus due to the intra-uterine 
injection of soap solution to produce abortion was 
first described in 1921, von Geppert and Wemmer 
each reporting a case. Since that date about fifteen 
cases have been recorded. In the case reported b) 
the authors the patient entered the hospital with 
abdominal symptoms several days after the attempt 
to induce abortion. At the time of her admission 
her color was livid, the pulse was weak and veri 
rapid, and the abdomen was cyanotic and presented 
some muscular rigidity. Vaginal examination, which 
was difficult, disclosed enlargement of the uterus and 
marked tenderness in the pouch of Douglas. At 
operation, a small amount of blood was found in the 
peritoneal cavity and a large amount of fetid brown 
fluid in the pelvis. The uterus was enlarged anc 
presented infarction and a small perforation. The 
tubes also showed infarction. Total hysterectomy 
was done, but the patient died within twenty-fou 
hours. 

In reviewing the reported cases of this type, the 
authors found that the chief symptoms are pallor 
with more or less cyanosis, anxiety, superficial respi- 
ration, and a weak and rapid pulse. There is little 
or no fever. In some cases ecchymotic areas on the 
abdomen or thighs have been noted. Abdomi 
palpation reveals some muscular rigidity and marked 
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tenderness, especially in the region of the uterus, 
which is enlarged. Vaginal examination discloses 
enlargement of the uterus out of proportion to the 
stage of the pregnancy, and tenderness. Anuria 
develops before death. An exact diagnosis is difficult. 
In most cases a diagnosis of postabortive peritonitis 
has been made. However, when more of these cases 
are recognized, the correct diagnosis may be sug- 
gested by the history and the symptoms. If opera- 
tion is done, the diagnosis of infarction is indicated 
by the appearance of the uterus and adnexa and is 
confirmed by pathological examination. 

The authors believe that the infarction is due 
primarily to the toxic or necrosing action of the soap 
solution. They state that secondary infection often 
complicates the clinical and pathological picture. 

ALICE M. MEYERS 


Clason, S.: Myoma of the Uterus Before the 
Twentieth Year of Age (Uterusmyom bei Jugen- 
lichen unter 20 Jahren). Acta obst. et gynec. Scand., 
1935, 15: 39- 

Clason reports in detail a case of myoma of the 
uterus in a girl sixteen years old. Ina review of the 
literature he found that myoma of the uterus occurs 
before the age of twenty years in only 1 of z,000 
cases. He believes that the pycnic constitution may 
favor the formation of uterine myomas. 


Nilsson, F.: The Prognosis and Treatment of 
Adenocarcinoma of the Cervix (Prognose und 
Behandlung der Kollumadenokarzinome). Acta 
radiol., 1935, 16: 217. 

The prognosis and therapy of primary adenocar- 
cinoma of the cervix are discussed on the basis of 
eighty cases treated at Radiumhemmet in the period 
from 1916 to 1932 inclusive. 

The prognosis is possibly somewhat more un- 
favorable than in squamous-cell carcinoma of the 
cervix. Adenocarcinoma growing exophytically, al- 
though more frequently operable, has a more un- 
favorable prognosis than other types of adenocar- 
cinoma both as regards primary healing and five-year 
cure, and shows a relatively higher incidence of 
subsequent metastasis. 

An analysis of the anatomical spread and the 
prognosis of cervical adenocarcinoma in the author’s 
cases indicates that the treatment should be irradia- 
tion except in the exophytic form in which hysterec- 
tomy may possibly be more effective. 


Richardson, E. H.: Hysterectomy for Carcinoma 
of the Corpus Uteri. Am. J. Surg., 1935, 27: 408. 

It is generally agreed that surgical ablation of the 
uterus, tubes, and ovaries is the preferred treatment 
for cancer of the body of the uterus. After years of 
study, the author devised a technique for abdominal 
complete hysterectomy which he has found emi- 
nently satisfactory. It tends to cause a marked 
reduction of the postoperative morbidity and mor- 
tality by eliminating excessive loss of blood, exten- 
sive mechanical insult to the tissues, and prolonged 


operative manipulation. It is sound from both the 
anatomical and the surgical point of view, relatively 
simple and easy to carry out, and it can be per- 
formed in less time than is required for most 
panhysterectomies. 

After mobilization of the bladder, separation of 
the pubocervical fascia, and division of the uterine 
vessels, all clamps are applied mesial to the proximal 
stumps of the uterine vessels. Thereby, the ureters 
are permitted to drop and to fall farther and farther 
away from the site of probable mechanical injury. 

A carefully executed dissection which segregates 
the rich vascular network surrounding the lower 
cervix into a narrow zone adjacent to the broad 
ligaments prevents hemorrhage and troublesome 
oozing in this region. 

The basal portions of the broad ligaments to- 
gether with the uterosacral ligaments are sutured 
into the vagina as a safeguard against subsequent 
prolapse of the vaginal vault. 

The details of the procedure are shown in illus 
trations by Broedel. GrorcE H. GarpNer, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 

Gardiner, S. S.: Actinomycosis of the Fallopian 
Tubes, with the Report of a Case. Australian & 
New Zealand J. Surg., 1935, 4: 270. 

During his twenty years of practice in Australia, 
the author has observed forty-six cases of actinomy- 
cosis in man. Twenty-nine of the patients were 
males and seventeen were females. The youngest 
was two and the oldest seventy-seven years of age. 
In twenty-six the infection was located in the cervico- 
facial region, and in nine the cutaneous and sub- 
cutaneous tissues were involved. In four, the infec- 
tion was confined to the chest; in four, to the 
abdominal organs (exclusive of the genitalia); and 
in two, to the urinary tract. In one case, which is 
reported in this article, the intra-abdominal involve- 
ment was limited to the fallopian tubes. 

In a review of the world literature the author 
found seventy-six cases of actinomycosis of the 
female genital organs. The ovaries were infected in 
fifty, but in only nine of the latter was there definite 
tubal infection. The ovaries are usually enlarged, 
sometimes to the size of a goose egg. They become 
adherent to adjacent structures and on section are 
found to be honeycombed with abscess pockets 
filled with varicolored pus. Only the presence of 
colonies of actinomyces in the pus or in sections ef 
the ovary permits a definite diagnosis of actino- 
mycosis. 

Tubal involvement leads to inflammatory or sup- 
purative changes, thickening and distortion of the 
tubes, the formation of pus sacs, and sometimes such 
complete destruction that no remnant of the tubal 
structure can be found either at operation or at 
autopsy. 

Only seven cases of uterine actinomycosis have 
been reported. The involvement may be restricted 
to either the corpus or the cervix. As a rule abscesses 
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result and their pus contains typical granules. In 
one case the uterus was prolapsed and the infection 
was limited to the cervix. In the six other cases the 
adnexa were infected. 

Involvement of the parametrium and pelvic con- 
nective tissue has been found rather frequently in 
association with infection of the uterus and adnexa. 

Only three cases of primary lesions of the external 
genitalia have been reported. In the few cases of 
secondary lesions on record the external genitalia 
were involved by the extension of an infection of the 
upper genitalia. 

It is most generally believed that the most fre- 
quent source of infection of the female genitalia is 
the intestinal tract. Sometimes the history, clinical 
signs, observations at operation, and autopsy find- 
ings point to the vagina and cervix as the probable 
sources. 

The symptoms and course of actinomycotic infec- 
tions of the female generative tract are not at all 
characteristic. The course may be acute, subacute, 
or chronic. In chronic cases there is often a history 
of previous acute or subacute attacks, abdominal 
pain, general poor health, fever, increasing weakness, 
anorexia, loss of weight, and pallor. There may be 
also symptoms due to involvement of a contiguous 
structure such as the bladder or rectum. Frequently 
one or more operations have been performed. Exten- 
sion to the abdominal wall or to the inguinal. 
umbilical, or gluteal regions is not uncommon. 

In acute and subacute infections it is usually 
impossible by either abdominal, vaginal, or rectal 
examination to differentiate between actinomycosis 
and the lesions caused by almost any other organism. 
Operation is performed to obtain further evidence, 
but the final diagnosis requires cultural and histo- 
logical studies. 

As a rule the prognosis is poor. When a patient 
presents herself for treatment late in the disease and 
when the nature of the condition has not been recog- 
nized at previous operations, the prognosis is very 
unfavorable or hopeless because of extension of the 
infection to inaccessible tissues and vital organs. 

The treatment includes medical, surgical, and 
irradiation therapy. 

Radical excision of the affected parts is desirable 
whenever the lesion is accessible. When it is exten- 
sive, incision and drainage is helpful because, among 
other reasons, the affected parts can be exposed to 
the effects of oxygen. However, surgery alone 
apparently does not cure genital actinomycosis; it 
must be supplemented by the oral administration of 
potassium iodide and X-ray irradiation of the 
affected areas. 

Gradually increasing doses of potassium iodide, 
even up to roo gr. three times daily, are advised. 
It is possible that the beneficial effect of the X-rays 
is due to the liberation of free nascent iodine rather 
than to the detrimental effect of the rays on the 
actinomyces. 

In the case of actinomycosis of the fallopian tubes 
reported by the author there was a complicating 
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right inguinal adenitis. The uterus was not removed. 
The ovaries and appendix were free from involve- 
ment. Seven years later the patient was entirely free 
from symptoms and apparently cured. 

Gardiner believes that the infection of the tubes in 
this case was due to lymphatic extension from a 
primary source in the body of the uterus and cervix. 
The organism was filamentous, branched, clubbed, 
Gram-positive, and not acid-fast. It grew slow|, 
under micro-aérophilic conditions, and in subcultures 
was eventually killed by exposure to the air. 

In conclusion the author says that actinomycosis 
is not always a suppurative process. The infection 
may be conveyed by the lymphatics, and the cervix 
may be the point of invasion and the site of primary 
infection from which the internal genitalia become 
involved later. 

The physician must ever be ‘‘actinomycosis con- 
scious” as it is usually impossible to differentiate 
clinically between actinomycosis and other infec- 
tions. The paucity of reported cases of involvement 
of the female genitalia by actinomycosis suggests 
failure to make routine microscopic examinations of 
pus found and tissues removed either at operation or 
autopsy. GrorGE H. GARDNER, M.D. 


Zondek, B.: Gonadotropic Stimulation Treatment 
(Zur gonadotropen Stimulationstherapie). Acta 
obst. et gynec. Scand., 1935, 15: I. 

In earlier hormone therapy the attempt was made 
to correct a hormone deficiency by introducing the 
hormone into the organism at the site where it was 
utilized. In the future, hormone therapy should 
become a stimulation therapy at the site where the 
hormone is produced. In prolan we possess a gon- 
adotropic hormone, the clinical effect of which can 
undoubtedly be further increased by the addition 
of its synergic factor, synprolan. Observations show 
that prolan has the ability to initiate function in an 
ovary which has not functioned previously, to stimu- 
late an already functioning ovary, and to re-establish 
ovarian function after it has ceased. The clinical 
dose of prolan is 1,000 rat units. 

Matteace, F.: The Fate of the ‘‘Isophenolized” 
Ovary. Anatomical Studies and Functional 
Tests at Various Intervals After Isophenoliza- 
tion (Destino del’ovaio “isophenalizzato.” Studio 
anatomico e saggi functionali prodotti in periodi 
vari di tempo dall’isophenalizzazione practicata). 
Riv. ital. di ginec., 1935, 17: 577- 

The author reports studies of the anatomical and 
functional changes occurring in the ovary of the 
rabbit after isophenolization (chemical sympa- 
thectomy). 

Isophenolization of the ovary is accomplished by 
injecting the ovarian fascia with isophenol (phenol 
and cresol) through a midline abdominal incision. 
Doppler has shown that phenol exerts a selective 
action on the sympathetic nervous system, pro- 
ducing a complete sympatheticolysis. 

The procedure and results in the author’s experi- 
ments,were.as follows: 
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Experiment 1. Several nearly mature rabbits 
weighing 1,900 gm. were subjected to isophenoliza- 
tion and histological studies of the excised ovaries 
were made a month later. The latter disclosed: (1) 
thickening of the tunica albuginea, (2) scarcity of 
primordial follicles, (3) marked evidence of degener- 
ative processes in many follicles, and (4) increased 
interstitial tissue. 

Experiment 2. Rabbits of the same age and weight 
as those in the first experiment were subjected to 
isophenolization and histological studies of the 
ovaries were made after two, three, four, and six 
months. A progressive tendency toward restoration 
of the structure characteristic of the normal ovary 
was observed. 

Experiment 3. Immature isophenolized rabbits of 
the same weight were treated with the urine of 
pregnant women from one month to six months after 
the chemical sympathectomy. In those treated with 
the urine one month after the sympathectomy, 
histological study of the ovaries forty-eight hours 
after injection of the urine showed: (1) thickening 
of the tunica albuginea, (2) a few hemorrhagic folli- 
cles, (3) hemorrhage less pronounced than in the 
normal ovary, (4) scanty proliferation of the granu- 
losa cells, (5) cystic follicles without hemorrhage, and 
(6) increased interstitial tissue. In those treated 
with the urine two, three, and four months respec- 
tively after the sympathectomy the hormonal re- 
sponse of the ovary gradually increased. In those 
treated with the urine six months after the isopheno- 
lization the Aschheim-Zondek reaction was prac- 
tically normal. 

Experiment 4. Mature isophenolized rabbits were 
placed with males fifteen days, one month, two 
months, and four months respectively after the 
chemical sympathectomy. All had uneventful preg- 
nancies and gave birth to normal offspring. 

Experiment 5. Mature rabbits were isopheno- 
lized respectively in the first, second, third, and 
fourth week of pregnancy. All had uneventful preg- 
nancies and gave birth to normal offspring. 

The author draws the following conclusions: 

1. Isophenolization causes a temporary change in 
the anatomical structure of the ovary and temporary 
involution and degeneration. 

2. The ovary regains its normal structure about 
six months after the sympathectomy. 

3. There is a slight attenuation of the functional 
activity of the ovary immediately after the isopheno- 
lization, but the gland retains its automaticity and 
functional activity even though the sympathetic 
nervous system is excluded. 

GeorGcE C. Frnora, M.D. 


MISCELLANEOUS 


Geist, S. H., and Spielman, F.: The Therapeutic 
Value of Antuitrin-S in Menometrorrhagia. 
Am. J. Obst. & Gynec., 1935, 29: 518. 


The authors state that for any therapeutic meas- 
ure to be acceptable, exact and unquestioned results 


musi be obtainable with it in a high percentage of 
cases. When sex-hormone preparations show the 
definite and striking effects in the human being that 
are produced by insulin, adrenalin, and pituitrin, 
then and then only may they be regarded as ac- 
ceptable for the physician’s armamentarium. 

Of fourteen cases of menometrorrhagia, exhibition 
of the prepituitary-like hormone in the form of 
Antuitrin-S was followed by improvement in only 
two. 

A survey of the literature discloses such varied and 
conflicting opinions that the present widespread use 
of “‘endocrine”’ products in the treatment of men- 
strual disturbances seems to be unwarranted. 

EpWarp L. CornELL, M.D. 


Kraul, L., and Simon, S.: The Influence of Hor- 
mones on the Function of the Uterine Muscu- 
lature (Der Einfluss der Hormone auf die Funktione 
der Uterusmuskulatur). Wien. klin. Wehnschr., 
1934, 2: 1505. 

The sensitivity of the uterine muscle to pituitrin 
was determined by noting the increase of tonus and 
peristalsis after the administration of 1 or 2 Voegtlin 
units of pituitrin. Both the intra-uterine bag method 
of Knaus and the method of filling the cavity of the 
uterus with iodipin were used, the increase of pres- 
sure being measured manometrically and controlled 
roentgenographically. First, the investigations of 
Knaus were repeated. As is well known, Knaus found 
a distinct pituitrin reaction of the uterine muscle in 
the postmenstruum. In the premenstruum during 
the period of function of the corpus luteum he ob- 
served no reaction. He believes the method is suit- 
able for determining the presence of a corpus luteum 
on the basis of insensitivity of the uterine muscle to 
pituitrin. 

In general, the authors were able to confirm 
Knaus’ findings. In the majority of the thirty cases 
studied they found a much weaker reaction in the 
premenstruum than in the postmenstruum in one 
and the same uterus. Nevertheless, they obtained 
also results which deviated from this rule and noted 
that often only a slight hypoplasia or a chronic 
inflammation had a marked effect on the results. 
The manometric and roentgenographic examinations 
were found to present still greater sources of error. 
On the basis of the last method the authors agree 
with Schultze who, as is known, also disputed the 
results obtained by Knaus. On the other hand, the 
examination of pregnant uteri with the uterine bag 
method revealed a distinctly increased pituitrin 
reaction. In the menopause the uterus reacted less 
strongly to pituitrin, while in hyperhormonal amen- 
orrhea it reacted more vigorously. 

In order to ascertain more exactly the effect of 
various hormones on the sensitivity of the uterus 
to pituitrin, the hormones were administered to the 
patients a few hours before the examination. It was 
determined that the corpus luteum hormone, even 
when administered artificially, lowered the reaction 
of the uterine muscle. On the other hand, the follicle 
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hormone raised the sensitivity of the uterine muscle 
very considerably. The injection of thymus extract 
weakened the action of pituitrin. Prolan had no 
effect on the reaction. In studies of the effect of 
thyroid extract and adrenalin on menorrhagia, these 
extracts were found to have no noteworthy influence 
on that condition. 

The authors discuss also Knaus’ theory regarding 
physiological sterility of women in the premenstruum 
and postmenstruum. They agree with Knaus that 
the chance of conception is greatest at the time of 
rupture of the follicle, that is, in the middle of the 
interval. On the other hand, they state that it is 
incorrect to assume that conception cannot take 
place outside this period. Practical experience shows 
the possibility of conception during the premen- 
struum and the postmenstruum. They explain the 
sources of error which, in the method they used, are 
sufficiently great to make it impossible to be abso- 
lutely certain of the presence of a corpus luteum. 
Therefore they do not feel justified in assuming that 
the corpus luteum has a functioning period of four- 
teen days’ duration under all circumstances. They 
agree with Schroeder who believes that the duration 
of the function of the corpus luteum is variable. 
If this theory is correct, physiological sterility alone 
is not a sure basis for birth control by natural means, 

(KRAUL). FLORENCE ANNAN CARPENTER. 

Damm, P. N.:_ Investigations Regarding the 
Changes Taking Place in the Mucosa of the 
Uterus Following Overdosage with Follicular 
Hormone (Untersuchungen ueber Veraenderungen 
in der Uterinschleimhaut bei Ueberdosierung mit 
Follikelhormon). Acta obst. et gynec. Scand., 1935, 
15: 58. 

The author discusses the theory that glandular 
cystic hyperplasia of the uterine mucosa is due to 
persistence of the follicles with consequent over- 
production of folliculin and under-production of the 
lutein hormone. In the case of a castrated woman 
twenty-nine years old who was treated with 750,000 
mouse units of folliculin, changes corresponding to 
glandular cystic hyperplasia were brought about in 
the previously atrophic mucous membrane. This 
observation supports the theory cited and indicates 
that in the cases of women with deficient or inactive 
ovaries very large doses of folliculin should not be 
given without subsequent treatment with the lutein 
hormone. 


Hamblen, E. C.: Results of the Pre-Operative Ad- 
ministration of an Extract of Pregnancy Urine: 
A Study of the Ovaries and of the Endometrium 
Following Such Administrations. Endocrinology, 
1935, 19: 109. 

Hamblen reports a study of the action of Antui- 
trin-S on the ovaries and endometrium of eleven 
patients with endometrial hyperplasia. From 2,400 
to 8,200 rat units were given over a period of from 
four to nine days. The patients presented neither 
gross inflammatory lesions nor tumors, either benign 
or malignant. 
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On examination of serial sections of the ovaries 
made from one to fourteen days after the last injec- 
tion of the Antuitrin-S, the primordial or early fol- 
licles showed no change. Antuitrin-S acts primaril. 
on maturing and mature follicles and increases 
the commonly observed degenerative changes. In 
the younger patients, corpora lutea were appar 
ently not produced by the injections, while in the 
older patients they were produced thereby quite 
consistently. Hemorrhage into or about the follicles 
was not an important finding. 

With one questionable exception, endometrial 
changes were not produced, but the specimens of 
endometrium were obtained rather soon—from the 
day of the last injection to five days after termina- 
tion of the treatment. Henry S. ACKEN, Jr., M.D. 


Doan, R. C., and Simpson, W. M.: The Elliott 
Treatment of Pelvic Inflammatory Disease. 
Am. J. Surg., 1935, 28: 78. 


The authors review ror cases of pelvic inflamma- 
tory disease treated with heat by the Elliott method 
during the course of a year. 

Of 27 cases of chronic salpingitis, good results were 
obtained in 17 (63 per cent), fair results in 7, and 
poor results in 3. In 2 of the 3 in which the results 
were poor the treatment was inadequate. 

Of 15 patients with an acute exacerbation of 
chronic salpingitis, 3 had a large pelvic abscess and 
in 2 of the latter the upper order of the abscess ex- 
tended to the level of the umbilicus. The response to 
treatment by the Elliott method alone in these 
cases was particularly striking. Complete resolution 
occurred in all, and good results were obtained in 
80 per cent. 

Of 10 cases of acute and subacute salpingitis, the 
results were good in 60 per cent and fair in 30 per 
cent. 

In all of 4 cases of cul-de-sac abscess the results 
were good. 

Of 10 patients with persistent inflammation after 
previous pelvis surgery which required further treat- 
ment, all were benefited by the Elliott treatment, 
the results being good in 50 per cent and fair in 50 
per cent. 

Of 11 patients treated for abortion infection, 10 
were cured and 1 died of septicemia due to the 
streptococcus hemolyticus. In the latter no evidence 
of inflammatory disease was found at autopsy on 
either gross or microscopic examination. 

Four patients with postpartum infection who had 
had a temperature of ror degrees F. or more for at 
least two days before the treatment was instituted 
presented good results. 

Of 8 patients with chronic cervicitis and endo- 
cervicitis, the results were satisfactory in 87.5 per 
cent. 

In 4 cases of gonococcal infection in children the 
results were disappointing. The authors believe that 
the treatment effected a cure in only 1 case. In 2 of 
the 3 other cases injections of theelin were followed 
by cure and in 1 by improvement. 
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One patient with intractable trichomonas vagi- 
nalis vaginitis responded promptly to the treatment, 
but received a severe burn involving practically the 
entire vaginal mucous membrane. 

The results were best in the acute and subacute 
forms of pelvic infection. The decrease in the sedi- 
mentation rate and the clinical improvement 
seemed to parallel each other. Burns occurred in the 
course of the treatment in 12 cases, but were severe 
in only 2. 

Of the entire series of cases, the results were good 
in 67 per cent, fair in 25 per cent, and poor in 8 per 
cent. 

The authors believe that 9 out of ro patients with 
pelvic inflammatory disease may be treated success- 
fully by the Elliott method without recourse to sur- 
gery. In the majority of cases hospitalization is not 
necessary. The technique is simple but requires 
training. Harry W. Fink, M.D. 


Kottmeier, H. L.: Changes Occurring in the Bones 
in Cases of Uterine and Ovarian Tumors 
(Knochenveraenderungen bei malignen Uterus- und 
Ovarial-tumoren). Acta radiol., 1935, 16: 275. 


After a brief review of the literature the author 
discusses cases of malignant tumor of the uterus and 
ovaries treated by irradiation in which a roentgen 
examination was made on account of suspected 
skeletal changes. From examinations at autopsy in 
a series of cases of uterine carcinoma treated by 
irradiation he concludes that skeletal metastases 
are more frequent in this condition than is indicated 
by earlier foreign statistics based for the most part 
on cases not treated by irradiation and are more 
common in cases of adenocarcinoma of the cervix 
than in cases of squamous-cell carcinoma. 


For the differentiation of osteoporosis from 
metastases, structural pictures are necessary. The 
technique used at the Seraphimer Hospital, Stock 
holm, for roentgenography of the spine and pelvis 
is described. By the use of a relatively greater focal 
distance, longer exposure, lower tension, and the 
Lysholm gall-bladder diaphragm, it is possible to 
obtain good structural roentgenograms even in 
cases of marked osteoporosis. Areas of destruction 
produced by lymph-node metastases are to be 
looked for in the region of the sacro-iliac articula- 
tion and the greater sciatic notch. 


Mdller-Christensen, E.: On the Therapeutic Uses 
of Sex-Hormone Preparations. Acta obst. et 
gynec. Scand., 1935, 15: 28. 


The conditions in which the use of sex-hormone 
preparations is to be considered may be divided 
into the following three groups: (1) menstrual 
anomalies, (2) syndromes due to failure of ovarian 
function; and (3) miscellaneous conditions such as 
habitual abortion, miscarriage, and primary weak- 
ness of uterine contractions. 

The author states that in his opinion the genesis 
and symptoms of the first and second groups may be 
explained physiologically; their causes are to be 
sought in disturbances of the secretion of ovarian 
hormones, frequently with disturbances of the 
quantitative relations of estrin and the corpus 
luteum hormone. The therapy indicated therefore 
consists simply in supplying the lacking hormone. 

In conclusion he reports the most recent findings 
with regard to the effect of large doses of estrin in 
abortion, miscarriage, and primary weakness of 
the uterine contractions, and the effect of corpus 
luteum hormone in habitual abortion. 
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PREGNANCY AND ITS COMPLICATIONS 


Bolaffi, R.: Histidinuria in Obstetrics and Gyne- 
cology: Its Use for the Early Diagnosis of Preg- 
nancy (Sull’istidinuria nel campo ostetrico-gineco- 
logico; sua utilizzazione per la diagnosi precoce della 
gravidanza). Riv. ital. di ginec., 1935, 17: 480. 

Many methods advocated for the diagnosis of 
early pregnancy in the past thirty years have been 
abandoned because they were often unreliable and 
their technique was complicated. Kappeler and 
Adler recently introduced a biological method based 
on the appearance of histidine in the urine which 
they believe occurs only in pregnancy. This proce- 
dure is as follows: 

To 25 c. cm. of a twenty-four-hour specimen of 
urine is added a sufficient quantity of brom-acetic 
acid (1 per cent bromine in 33 per cent acetic acid) to 
produce a lemon-yellow color. The mixture is then 
allowed to stand for ten minutes. At the end of that 
time from 2 to 5 c. cm. of a solution of ammonium 
carbonate of ammonia (2 parts of concentrated am- 
monia to 1 part of 10 per cent ammonium carbonate) 
are added. If histidine is present the color changes to 
a characteristic rose. 

Of 300 pregnancies at various stages, including 2 
ectopic pregnances, this test was found positive by 
Kappeler and Adler in 99.1 per cent. In all cases of 
gynecological conditions except a small number of 
genital-tract malignancies it was negative. In the 
puerperium the histidinuria had disappeared by the 
end of the eighth day. 

In the cases of 88 pregnant women Valle found the 
incidence of histidinuria to be 25 per cent in the first 
month of pregnancy, 50 per cent in the second month, 
and increasingly higher as term was approached. 

Weiss, Furth, and Herbert have frequently found 
histidinuria in cases of pulmonary tuberculosis. 

The author’s study was carried out on 173 women 
in various stages of pregnancy, 45 women in the puer- 
perium, 18 newborn infants, 71 women with gyneco- 
logical conditions, 10 patients with hepatic diseases, 
and 24 individuals with no organic disease. 

Of the pregnant women, 72.9 per cent showed a 
positive reaction. The incidence of a positive result 
in the first, second, and third trimesters of preg- 
nancy was 56, 72.7, and 88.8 per cent respectively. 
Of 5 cases of abortion, the result was positive in 4 
and negative in 1. In pregnancies complicated by 
cystitis with a marked febrile reaction it was intense- 
ly positive. Of 4 cases of ectopic pregnancy, it was 
negative in 3 and only very slightly positive in 1. 

In the puerperium the histidine disappeared from 
the urine on the eighth day. 

Of the newborn infants, all had a negative reac- 
tion. 


Of the cases of gynecological diseases, a positive 
result was obtained in 24 (33.8 per cent) and a nega- 
tive result in 47. In the cases with elevation of the 
temperature, the incidence of positive reactions was 
high. Of 15 women suffering from pyosalpingitis and 
pelvic peritonitis, the test was positive in the cases 
of 6. Of 21 patients with genital malignancy 9 (42.8 
per cent) showed a positive result. In almost all of 
the cases of benign neoplasms (cysts, polyps, and 
fibromas) and gynecological conditions not associated 
with fever, the test was negative. 

Of the 24 normal persons, 8 (33.3 per cent) showed 
a faintly positive reaction. 

These findings prove that histidine may be excreted 
in the urine in small amounts by normal men and 
women and in appreciable amounts in many condi- 
tions not associated with pregnancy. The author con- 
cludes that the histidine method for the diagnosis of 
pregnancy is unreliable in the early months and has 
many disadvantages as compared with the Asch- 
heim-Zondek and Friedman tests. 

GrorcE C. Frnora, M.D. 


Molinengo, L.: ‘Short’? Pregnancy (La gravidanza 
“breve”). Ginecologia, 1935, 115. 

Molinengo reviews the problems of both prolonged 
and short pregnancies and stresses their biological 
and medicolegal aspects. He states that short 
pregnancy has received less attention than prolonged 
pregnancy because it has not been a subject of 
medicolegal discussion. It is of particular interest 
in countries which allow inquiry into paternity; 
hence European literature regarding it is almost 
entirely German and Austrian. 

After reviewing the German cases, Molinengo 
reports a statistical study from the Turin Obstetrical 
Clinic on 10,000 pregnancies ending in the birth of a 
mature fetus. His purpose was to determine whether 
it would confirm the factors which obstetricians 
have recently claimed to be of importance in deter- 
mining the duration of pregnancy. In addition to 
the usual criteria of fetal maturity, he used the 
weight curve, excluding infants which lost more 
than 300 gm. and those which had not regained their 
birth weight by the seventh day. He calculated the 
duration of pregnancy from the first day of the last 
menstrual period, excluding the cases in which this 
period was indefinite and irregular and accepting 
only those in which it was typical. 

One hundred and forty-one (1.41 per cent) of the 
pregnancies were short (lasting less than two 
hundred and sixty days). The minimum duration 
was two hundred and twenty-three days (0.01 per 
cent of the cases). In 88, the duration was between 
two hundred and fifty-six and two hundred and 
sixty days. The data were analyzed in relation to 


150 





itive 
lega- 
f the 
was 
sand 
~ases 
(42.8 
ll of 
and 
lated 


owed 


reted 
and 
ondi- 
-con- 
sis of 
d has 
Asch- 


D. 


danza 


ynged 
gical 
short 
mnged 
ct of 
erest 
nity; 
[most 


1engo 
trical 
h of a 
ether 
cians 
leter- 
on to 
d the 
more 
| their 
‘d the 
e last 
h this 
pting 


of the 
. two 
ration 
I per 
tween 
1 and 


ion to 


OBSTETRICS 51 


the mother’s age, parity, genital function (utero- 
ovarian hormones), pelvic development, and gen- 
eral health, and the sex of the fetus. 

Short pregnancy occurred most often in women 
between twenty-one and thirty years old, the age of 
maximum genital function, and in pare-ii and 
pare-iii. It was much more frequent in women of 
high utero-ovarian function. There was no special 
pathological condition connected with it, and no 
connection between pelvic development and the 
duration of the pregnancy. The weight of the fetus 
was greater than the average weight of babies born 
at term. More of the babies were males than females. 

These findings do not agree in all particulars 
with those of other obstetricians, especially those 
who believe that there is normally a parallelism 
between the size of the mother’s pelvis, the 
development of the fetus, and the duration of 
pregnancy. In Molinengo’s opinion the rapidity of 
fetal development, a factor insufficiently con- 
sidered, is the principal cause of variations in the 
duration of pregnancy. The causes of differences in 
the developmental rate are still obscure, but it is 
reasonable to believe that the predominant factor is 
the functional capacity of the mother’s genital 
organs. This theory is supported by findings of the 
study reported in this article. Biological forces 
connected with natural selection may be involved 
in short pregnancies, the fetus being expelled early 
when it rapidly attains a development equal to 
coping with the environment of the outer world 
because a further stay and development in the uterus 
would be dangerous for both mother and child. 

The article includes tables and is followed by a 
bibliography. M. E. Morsg, M.D. 


Meagher, W. C.: When to Operate in Ruptured 
Ectopic Gestation. Am. J. Obst. & Gynec., 1935, 
29: 541. 

Meagher reviews 247 cases of ruptured ectopic 
pregnancy. The diagnosis was not difficult; pain and 
bleeding occurred at some time in every case. 

In 80 (32 per cent) of the cases the woman was in 
shock when she entered the hospital and operation 
was delayed. In all but 5 of these 80 cases the shock 
was combated successfully, and in 75 (94 per cent) 
was sufficiently relieved to permit the patient to 
withstand the added shock of operation. 

The author believes that the total mortality of 
3.2 per cent (8 deaths) might have been lower if 
transfusion had always been done as quickly as it is 
today. There is no evidence to show that it would 
have been lower if immediate operation had been 
performed. On the contrary, adherence to a policy 
of immediate operation would have increased the 
risk, Epwarp L, Cornett, M.D. 


Dieckmann, W. J.: Renal Function in the Tox- 
emias of Pregnancy. Am. J. Obst. & Gynec., 
1935, 29: 472. 


Dieckmann states that approximately 8 per cent 
of the patients delivered in a maternity hospital 


have toxemia. In normal pregnancy the means for 
the blood non-protein nitrogen and urea nitrogen, 
which are 23.8 and 12.2 mg. per cent respectively, 
are below normal. The elimination of water by the 
kidney is delayed or decreased. The concentration 
of urea and sodium chloride in the urine is decreased, 
the mean maximum specific gravity of the urine 
being therefore 1.022. The mean for the urea con- 
centration factor is 63.8 before and 71.5 per cent 
after delivery. This increase above the normal is 
caused by the reduction in the blood urea. The 
mean for the urea clearance is 102.3 per cent before, 
and 124.5 per cent after, delivery. Despite the de- 
crease in the blood urea, the urea clearance is found 
to be apparently decreased in the last half of preg- 
nancy when studied in individual cases. 

Dieckmann’s findings in the toxemias of preg- 
nancy and the conclusions he draws from them are 
summarized as follows: 

1. The means for the blood non-protein nitrogen 
and urea nitrogen are 30.6 and 14.5 mgm. per 100 
c.cm. respectively. In the absence of hypochloremia 
and oliguria, a non-protein nitrogen of 40 mgm. per 
100 C.cm. Or more, or a urea nitrogen of 20 mgm. 
per 100 c.cm. or more should always suggest renal 
impairment. Women with kidney disease sufficient 
to cause nitrogen retention usually do not conceive. 
If they do conceive, death of the fetus or mother 
usually occurs early in the pregnancy. 

2. The urinary excretion of water is even more 
markedly decreased than in normal pregnancy. The 
delay of water elimination may be due to an arteri- 
olar spasm of the renal vessels which diminishes the 
glomerular filtrate or to increased re-absorption of 
water in the tubules. Lack of water in the blood 
stream (hemoconcentration) resulting from increased 
permeability of the capillary and cell walls due to 
the toxemia may also be a factor. 

3. The concentration of urea and sodium chloride 
in the urine is still further decreased, the average 
specific gravity being therefore 1.018 before, and 
1.020 after, delivery. 

4. The mean for the urea concentration factor is 
slightly less than in the absence of pregnancy. It is 
approximately one-half of the mean for the normal 
pregnant woman. 

5. In the cases of women with toxemia, hyper- 
tension, or nephritis, the urea-clearance test is 
usually definitely decreased during the latter half 
of pregnancy. This impairment is caused by the 
reduction or delay in the elimination of water and 
the decrease in the concentration of urea in the urine 

6. A urea clearance after delivery which is per- 
sistently 50 per cent of the normal or less indicates 
renal impairment. This organic renal change may 
be the result of pre-eclampsia, eclampsia, nephro- 
sclerosis, glomerulonephritis, or pyelonephritis. 

7. Many women show considerable increases in 
the clearance over a period of from three to six 
months after delivery. The phenomenon may be 
explained by assuming a hypertrophy of the re- 
maining kidney tissue or a slowly decreasing arte- 
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riolar spasm of the renal vessels permitting more 
filtration. Therefore renal functional tests should 
be performed weeks, preferably months, after de- 
livery. 

8. The Addis count is of considerable value in 
differentiating the various types of toxemia of 
pregnancy. 

9. Careful observations and repeated studies of 
the blood, urine, and renal function over a period 
of years in the cases of a large number of toxemic 
patients are essential for a proper classification. 

EpWArD L. CorRNELL, M.D. 


Lévy-Solal, E.: The Edemas of Pregnancy. A 
Physiopathological Study (Les edémes de la 
gestation. Etude physiopathologique). Gynéc. et 
obst., 1935, 31: 195. 

From his studies the author concludes that the 
hormonal hyperactivity of pregnancy results in an 
alteration of the normal water metabolism. The 
functions of water metabolism are governed by a 
complex relationship between the brain stem and the 
hypophysis. Through its antidiuretic powers, the 
posterior lobe of the hypophysis retards the elimina- 
tion of water. Water retention occurs when the 
water contains chlorides. When the chloride reserves 
are insufficient the hypophysis is able to mobilize 
the organic chlorides. 

Excessive endocrine activity results in transitory 
or persistent states of edema without renal dysfunc- 
tion. The mobilization of the water is generally 
accompanied by a correlative mobilization of 
chlorides. In modifying the mineral metabolism and 
the constituents of the plasma, pregnancy creates a 
new physicochemical equilibrium which seems to be 
more the evidence than the cause of the edema. 

Haroip C. Mack, M.D. 


Gueissaz, E.: A Clinical Study of the Edemas of 
Pregnancy (Etude clinique sur les cedémes de la 
. Gynéc. et obst., 1935, 31: 239. 


The author discusses physiological edema and 
pathological edema of pregnancy. The former is due 
to the avidity of the organism and its special capac- 
ity for water retention. It is unrelated to cardiac or 
renal dysfunction. Pathological edema is excessive 
edema with or without other toxic symptoms 


(eclampsia, pre-eclampsia, nephropathy, 
emesis, acute yellow atrophy). 

In cases of albuminuria of pregnancy, edema is the 
rule. It has no special characteristics in either ex- 
tent or localization except that vulvar and palpebral 
edema are very common. Refractometric examina- 
tion of the edema fluid shows no differences from 
physiological edema fluid. 

Uncomplicated edema of pregnancy does not 
terminate in eclampsia. In 29 per cent of cases of 
edema, hypertension is present, and in one-third it 
leads to eclampsia or eclampsism. The association 
of edema and albuminuria without hypertension is 
found in 4 per cent of cases of edema and does not 
appear to favor the development of eclampsia. In 


hyper- 


20 per cent of cases, albuminuria, hypertension, and 
edema are combined, and in a few this association 
leads to eclampsia or pre-eclampsia. It is rare for 
eclampsia to develop without edema. In some cases 
isolated and transitory vulvar and palpebral edema 
are warning signals of eclampsia. 

The therapy of edema gives good results when 
it is begun early. In physiological edema a good 
result may be anticipated with considerable cer- 
tainty. The best results are obtained with a low sult 
diet plus thyroid medication. In the severe edemas 
of pregnancy, a more strict dietary and hygienic 
régime is necessary and thyroid medication should 
be more intensive. Interruption of the pregnancy is 
seldom indicated. 

In pathological edema associated with nephrop- 
athy, pre-eclampsia, or eclampsia, the therapeutic 
results are less sure. Hypertension is a particularly 
unfavorable factor. The treatment of the edema 
must be supplemented by other treatment such as 
lumbar puncture, venesection, renal decapsulation, 
or interruption of the pregnancy, depending upon 
the associated symptoms. Harotp C. Mack, M.D. 


Berutti, E.: A Contribution to the Knowledge of 
the Myelitis of Pregnancy (Contributo allo 
conoscenza della mielite gravidica). Ginecologiu, 
1935, 1: 1601. 

Toxic organic lesions due strictly to pregnancy are 
rare. The most important is a subacute ascending 
myelitis of the disseminated, transverse, or sys- 
temic types. In its different stages this condition 
produces the most varied and complex syndromes 
ranging from polyneuritis to myelo-encephalitis. 
About forty undoubted cases have been reported, 
most of them in the German literature. Neuro- 
pathological studies are few and fragmentary, and 
none of them is recent. 

On the basis of the reported cases Berutti dis- 
cusses the historical development of the concept of 
the disease and the varieties, clinical course, prog- 
nosis, pathology, differential diagnosis, and treat- 
ment of the condition. He considers it due to a 
neuromyelotropic toxin carried by the blood and 
possibly of intestinal origin. Its development is 
favored by the increased permeability of the 
meninges in the second half of pregnancy or by a 
localized decrease of resistance in the spinal cord. 
Although its circumscribed location appears opposed 
to the hypothesis of a generalized toxic state, its 
etiological relationship to pregnancy is demon- 
strated by the fact that it usually appears in the 
second half of pregnancy and progresses with the 
pregnancy; the immediate improvement after de- 
livery; the occurrence of polyneuromyelitic syn- 
dromes in association with the gastro-intestinal 
manifestations of the toxemia of pregnancy; the 
occasional recurrence of the condition in successive 
pregnancies; and the similarity of the lesions found 
in the capillary endothelium to those found in the 
central nervous system and the kidneys in eclampsia. 
Interruption of the pregnancy is strongly indicated 
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in the rapidly ascending form and whenever there 
are symptoms of involvement of the vagus or the 
respiratory mechanism. In cases near term, ac- 
couchement forcé gives very good results because 
of the easy dilatation of the cervix and the anes- 
thesia of the patient. The prognosis as to life or 
restitution of function varies according to the pe- 
riod of pregnancy in which the symptoms occur, 
the acuteness of the process, and the time of inter- 
vention. The prognosis is more unfavorable when 
the symptoms occur early than when they occur late. 

Berutti reports in detail a case of myelitis of 
pregnancy in a primipara twenty-five years old. In 
the fifth month the patient had dyspnea and a 
feeling of constriction in the chest, and in the sixth 
month, tachycardia, paraesthesias, and weakness 
and rigidity of the legs. By the eighth month a com- 
plete spastic paraplegia with incontinence of urine 
and anesthesia extending to the umbilicus had 
developed. The urinalysis, the Wassermann reac- 
tion of the blood and spinal fluid, and roentgenologi- 
cal examination were negative. A normal child was 
extracted by version. The puerperium was charac- 
terized by immediate improvement. At the end of 
six months all subjective disturbances had dis- 
appeared, the tendon reflexes were increased only on 
the right, sensation was normal, and the general 
health was excellent. 

The article has a bibliography. 

M. E. Morse, M.D. 


Chabanier, H., Michon, L., Lobo-Onell, C., and 
Lelu, E.: Post-Abortive Anuria with Spastic 
Phenomena. Decapsulation, Chlorine Replace- 
ment, Recovery. (Anurie post-abortive. Phé- 
noménes spastiques, décapsulation, rechloruration, 
guérison). Presse méd., Par., 1935, 43: 388. 


The patient whose case is reported was first seen 
by one of the authors nine days after abortion with 


infection. The outstanding features at that time 
were persistent vomiting, fatigue, anemia, slight 
muscular twitchings of the face, hiccough, and 
hemorrhagic gingivitis. Edema was absent. There 
was a history of rather recent oliguria becoming 
more marked until by the time the patient was seen 
by the authors the urinary output was only 60 c.cm. 
in twenty-four hours. The oliguria was associated 
with albuminuria, an increase in the blood urea, a 
decrease in the plasma chlorides, and a fall in the 
alkali reserve. As the right kidney was palpably 
enlarged, decapsulation was decided upon. The kid- 
ney was found to be large and pale. The renal pel- 
vis was normal. The capsule stripped off easily. 
Biopsy showed essentially an acute tubular nephritis 
with edema of the interstitial tissue. 

After the operation about 30 gm. of salt were ad- 
ministered daily in the form of a hypertonic solution 
given intravenously in an isotonic glucose solution. 
This dosage was continued for six days until slight 
malleolar edema appeared. The amount of salt was 
then reduced. The result was striking. The urinary 
output rose to 140 c.cm. the day following the opera- 
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tion and rapidly increased until it reached 7,000 
c.cm. on the sixth day. Under the influence of the 
diuresis the blood urea gradually became normal 
and the patient’s general condition improved 
rapidly. The hemorrhagic gingivitis was treated 
with lemon juice. The spastic phenomena were 
found associated with a blood calcium of 5 mgm. 
per 100 c.cm. This was treated successfully with 
calcium gluconate and injections of parathormone. 

Various aspects of the case are discussed in detail, 
especially the treatment. The changes in the acid- 
base equilibrium and the blood chlorides and the 
lowering of the blood calcium are discussed from the 
theoretical standpoint. Phosphorus determinations 
are not reported. 

The article is supplemented by several photo- 
micrographs. NaTHAN A. Womack, M.D. 


Robinson, A. L., Datnow, M. M., and Jeffcoate, 
T. N. A.: The Induction of Abortion and 
Labor by Means of Estrin. Brit. M. J., 1935, 
I: 749. 

The authors believe that estrin is the main sensi- 
tizing factor of the human uterus; that it is impossi- 
ble to overcome the inhibitory phase of the normal 
pregnant uterus by the injection of very large quan- 
tities of the non-stimulating factors; and that the 
hormone balance in normal pregnancy in the human 
being is not maintained simply by the relative quan- 
tities of progestin and estrin. They confess to some 
feeling of relief in their inability to procure abortion 
by the administration of estrin because they are con- 
vinced that if this method were reliable it would 
undoubtedly lead to a great increase in the number 
of unnecessary inductions of labor and criminal abor- 
tions. Their clinical results have shown that the 
administration of estrin near term may or may not 
induce premature labor. Because of the uncertain 
interval (up to seven or eight days) that intervenes 
between the commencement of the treatment and 
the onset of expulsive contractions it is an especially 
unsuitable method for cases in which labor must be 
induced immediately. On the other hand it is the 
best method of evacuating the uterus in cases of 
missed abortion or intra-uterine death of the fetus. 
When correctly carried out, it is successful in at least 
80 per cent of cases and has the additional merit of 
being free from risk. While the patient is subjected 
to the discomfort of several intramuscular injections, 
she is free from the danger of uterine trauma, infec- 
tion, and hemorrhage. 

In conclusion the authors state that they have 
been led to hope that estrin will prove of value in 
primary uterine inertia as their results have shown 
that the response to estrin therapy is dramatic and 
this treatment entails no risk to either the mother or 
the child. Estrin is at present expensive, but the 
authors have so far made no attempt to determine 
how little or how much is required for therapeutic 
use. They believe it quite possible that the amount 
they have been using has been unnecessarily large. 

ROLAND S. Cron, M.D. 
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LABOR AND ITS COMPLICATIONS 


Held, E.: Recording the Number of Pains in Spon- 
taneous Delivery (La numération des douleurs 
dans les accouchements spontanés). Gynéc. et obst., 
1935, 31: 107. 

The author studied 525 obstetrical cases with 
reference to the number of pains required to accom- 
plish delivery and the effect of the time of rupture 
of the membranes on delivery. He found that in the 
cases of primiparas with rupture of the membranes 
during or at the end of dilatation the average num- 
ber of pains required for complete delivery was 
between 150 and 200; the average number required 
for dilatation, 150; and the average number required 
for expulsion, 75. In the cases of primiparas with 
premature rupture of the membranes, the cor- 
responding numbers were 250, 200, and 75. In the 
cases of multiparas with rupture of the membranes 
during or at the end of the dilatation, they were: 
100-150, 50-100, and 35, and in the cases of multip- 
aras with premature rupture of the membranes, 
they were 150-175, 150-175, and 35. 

These figures are exceeded in only a small per- 
centage of cases. When they are exceeded, compli- 
cations are almost always present. Pains are not 
effective if they are spasmodic, irregular, too far 
apart, or very short and weak. If the presenting 
part is small or soft, an abnormally large number of 
pains is required. When the child is large or the 
pelvis is relatively small, an increase in the number 
of the contractions rather than an increase in their 
strength is required to bring about delivery. The 


force of the contractions plays only a secondary part 


if a certain rhythm and tonus are maintained. 


Labor is shorter if the membranes rupture when : 


the cervix is dilated to the size of a 5 Swiss franc 
piece. The more prematurely the membranes rup- 
ture the longer the labor. The weight of the 
child is not a decisive factor in acceleration of labor. 
Artificial rupture of the membranes solely for the 
purpose of accelerating labor is not justifiable. It 
may aggravate the condition if the delivery is com- 
plicated. Often the pains suddenly become more 
frequent, longer, and stronger after artificial rupture 
of the membranes. There is no appreciable difference 
in the incidence of fever in the puerperium following 
premature rupture of the membranes and rupture 
during labor. Auprey Goss Morcan, M.D. 


Wachenfeldt, S. von: Studies of the Delivery of 
Multiparas (Studien ueber Entbindungen bei 
Mehrgebaerenden). Acta obst. et gynec. Scand., 1935, 
15: Supp. tI. 

This statistical study, based on the material of 
the clinic of Essen-Mdller in Lund, Sweden, for the 
years from 1911 to 1930, is the third of a series. The 
first of the series, made by Lundh (Acta obst. et 
gynec. Scand., 1926, Vol. 4) dealt with deliveries of 
primiparas, and the second, made by Loefquist 
(Acta obst. et gynec. Scand., 1931, Vol. 2), with pre- 
mature deliveries. The author states that so far as 


he is aware his material is the largest that has been 
studied in this manner to date, consisting of 11,990 
deliveries exclusive of those of women with multiple 
pregnancies and those of women giving birth to 
infants weighing less than 2,500 gm. Previous 
abortions were included, a woman who had had 
abortion, for example, being counted as a para-ii, 
However, women with a history of abortion are 
placed in a separate group, designated as the ‘\” 
or abortion group, whereas the others are placed in 
a group designated as the “‘N”’ or normal group. 

The average duration of labor in the total number 
of cases was about ten hours. Lundh found that in 
the cases of primiparas it was fourteen hours. In 
the second and third deliveries it decreased to nine 
and five-hundredths hours and in the successive 
deliveries it gradually increased. It showed no 
demonstrable relationship to the sex of the child. 
Except in the labors of the secundiparas of Group 
A, which averaged sixteen hours, no noteworthy 
difference was found between the duration of the 
labors in the N and A groups. While the duration of 
labor seemed to be practically constant in the dif- 
ferent age groups of the same parity, it was perhaps 
slightly greater in the higher age groups. 

The author states that in evaluating statistics 
with regard to the different presentations at birth 
it is necessary to consider: (1) the number of pre- 
mature infants, (2) the size (weight and length) of 
the infants, (3) the number of multiple pregnancies, 
and (4) the parity of the mothers. In the material 
which he investigated, premature infants were 
probably excluded by the minimum weight limit of 
2,500 gm. Also excluded were multiple pregnancies. 
He discusses the incidence of each presentation with 
relation to parity and the size of the child. The size 
of the child seemed to be of little importance in the 
presentation. However, infants in transverse pres- 
entations appeared to be somewhat lighter than 
those in head presentations. The rather constant 
lower weight of infants presenting by the breech was 
accounted for rather satisfactorily by the frequent, 
and often considerable, loss of meconium in cases of 
breech presentation. 

The incidence of head presentation decreased and 
that of transverse presentation increased somewhat 
with successive deliveries, whereas the incidence of 
breech remained practically constant. In the cases 
of secundiparas the incidence of head presentation 
was 97.08 per cent whereas in those of women who 
had had from to to 20 pregnancies it ranged from 
95 to 96 per cent. The incidence of transverse pres- 
entation in the same groups was 0.70 and 1.8 per 
cent. Of the head presentations, frontal presenta- 
tions and face presentations seemed to increase 
somewhat with successive deliveries whereas occiput 
presentations decreased. These findings were about 
the same in the A and N groups. 

The weight of the child increased with successive 
pregnancies. The increase was practically the same 
for both sexes. As a rule the male infant was about 
100 gm. heavier than the female infant. The average 
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weight of the infants was 3,658 gm. In the cases of 
women with the same parity there was no demon- 
strable relation between the weights of the infants 
and the ages of the mothers. 

The incidence of the most important pathological 
conditions associated with pregnancy, labor, or the 
puerperium—placenta previa, hydramnios, coiling of 
the cord about the child’s neck, placenta marginata 
and circumvallata, retention of the membranes, hy- 
peremesis gravidarum, icterus, albuminuria, nephrop- 
athy, eclampsia, and eclampsism—showed an in- 
crease with successive pregnancies, and most of 
these conditions were somewhat more frequent in 
the A group than in the N group. The incidence of 
placenta previa was 0.30 per cent in mothers from 
sixteen to twenty-five years of age and 1.51 per cent 
in mothers between forty-one and fifty-two years 
of age, and increased from 0.45 per cent in the cases 
of secundiparas to 2.82 per cent in the cases of women 
who had had from ro to 20 pregnancies. The inci- 
dence of eclampsia and eclampsism taken together 
was 0.96 per cent in the first of these age groups and 
3.70 per cent in the second. In secundiparas it was 
0.98 per cent, and in women who had had from 7 to 
g pregnancies it was 1.07 per cent. 

The incidence of premature rupture of the mem- 
branes was 19.1 per cent in the total number of cases, 
22.0 per cent in the A group and 18.5 per cent in the 
N group. 

Of the women with a narrow pelvis, 43 were 
delivered by cesarean section before labor started. 
Of the remaining 104, premature rupture of the mem- 
branes occurred in only 18 (17.0 per cent). However, 
as the difference in the incidence of premature sepa- 
ration of the placenta in the entire material and in 
the cases of flat pelvis was only 2.1 per cent and the 
average figure for error is 3.7 per cent, no difference 
was proved. Consoli’s claim regarding the influence 
of short cord on the incidence of premature rupture 
of the membranes was not confirmed. 

The incidence of prolapse of the cord was 0.62 
per cent in the total number of cases, 0.41 per cent 
in the cases of secundiparas and tertiparas, and 0.84 
per cent in the cases of women who had had from 
4 to 20 pregnancies. The increase with successive 
labors is to be attributed in part at least to the 
increase in transverse presentations. Prolapse of the 
hand beside the head occurred in only 8 cases, its 
incidence being therefore 0.07 per cent. 

Rupture of the uterus occurred in 4 cases. Three 
of the women with this condition had had from 4 to 
20 pregnancies. 

Fever during labor was rare. No difference in its 
incidence in the A and N groups was demonstrable. 

The incidence of operative interference during de- 
livery decreased with successive labors. The incidence 
of forceps delivery in the cases of women who had had 
from 2 to 5 pregnancies was higher in the A group 
than the N group and was definitely higher in the 
cases of older women than in those of younger 
women of equal parity. The incidence of forceps 
delivery in the total number of labors was 1.72 per 
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cent. In 10,988 labors with occiput presentation the 
incidence of forceps delivery was 1.63 per cent; in 287 
labors with forehead presentation, 6.97 per cent; and 
in 14 labors with brow presentation, 50 per cent. 

The incidence of cesarean section in the entire 
material was 1.16 per cent. In 11.5 per cent of the 
cases in which this operation was done the indication 
was placenta previa. Habitual death of the fetus 
was the indication for 24 per cent of the cesarean 
sections in the A group and for 7 per cent of those in 
the N group. 

The average duration of the placental stage was 
about ten minutes and practically the same in both 
the N and A groups. 

Postpartum hemorrhage became more frequent 
with successive labors. The incidence of a loss of 
from 600 to 1,000 gm. of blood was 5.0 per cent in 
the total material and increased regularly with suc- 
cessive labors, while the incidence of a loss of more 
than 1,000 gm. was 2.2 per cent in the total material 
and remained fairly consiant in successive deliver- 
ies. The frequency of postpartum hemorrhage was 
greater in the A group than in the N group. It 
seemed to have no relation to the age of the mothers. 
The incidence of Crédé expression and manual re- 
moval of the placenta increased with parity. 

Puerperal infections showed a tendency to become 
less frequent with increasing parity. The incidence 
of the other puerperal diseases remained rather con- 
stant. Joun W. BRENNAN, M.D. 


Croft, C. R.: Contraction Ring: Treatment by 
Amy!l Nitrite, with Observations on the Phar- 
macological Action of Nitrite. Proc. Roy. Soc. 
Med., Lond., 1935, 28: 481. 


The author reviews briefly a group of cases in 
which a contraction ring which formed late in the 
second stage of labor was relaxed and delivery 
rendered possible by the inhalation of amy] nitrite. 
It is believed that this drug was first used for the 
control of a contraction ring in 1882 by Barnes. 
In the case of a woman with retention of the placenta 
following the use of ergot 3 drops were administered 
on a handkerchief immediately after the birth of the 
infant. After inhalation of the amyl nitrite it was 
possible to introduce the hand to remove the ad- 
herent placenta. In addition to cases reported in 
the literature, the author cites experimental evidence 
in support of the use of this drug in cases of con- 
traction ring and discusses his own experience. He 
considers the administration of nitrites a safe and 
efficient method of treating contraction rings form- 
ing late in labor. Cart H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Jones, J. L., and Barlow, O. W.: A Clinical Com- 
parison of Various Ergot Preparations on the 
Postpartum Human Uterus. Am. J. Obst. & 
Gynec., 1935, 29: 480. 


The clinical efficiency of extracts of ergot as judged 
by the reaction of the postpartum uterus differs 
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significantly according to the method by which the 
extracts are administered. In relation to the speed 
of the reaction, the order of the methods of ad- 
ministration is: (1) rectal, (2) intramuscular, (3) oral. 
The maximal differences in time with the three 
methods range from seven and a half to twelve 
minutes. The order of the extracts and methods of 
their administration according to decreasing mag- 
nitude and duration of the response is: (1) U.S.P. 
fluid extract given (a) by rectum, and (b) by mouth; 
(2) B.P. liquid extract given by mouth; and (3) ergot 
aseptic given intramuscularly. The difference of 
reaction efficiency between intramuscular and oral 
administration may be due to the dose. The intra- 
muscular injection may be given at any time during 
the postpartum period. It does not cause nausea or 
vomiting, but the chance of infection is always 
present and the patient is subjected to pain. The 
rectal administration of the fluid extract (diluted 
with from two to three volumes of water) produces 
optimal reactions and has the advantages of intra- 
muscular injection and none of the disadvantages of 
either oral administration or intramuscular injection. 
Rectal administration appears to be the method of 
choice. 

The maximal effects of the crude drug principles 
persist for from forty-five to ninety minutes. After 
oral or rectal administration, stimulation is apparent 
up to four hours. Responses to second doses within 
two hours are negligible. The intervals between 
doses should not be less than three or four hours. 
The B.P. liquid extract is approximately one-half as 
effective as the U.S.P. fluid extract. 

Aging of the U.S.P. fluid extract for eight months 
was found to result in a deterioration of approxi- 
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mately 85 per cent according to chemical tests for 
alkaloids, but the decrease in the clinical efficiency 
of the extract during the same period of time did not 
exceed 50 per cent. After one year the alkaloidal 
tests of both the U.S.P. and the B.P. extracts were 
negative, yet the alkaloid-free solutions retained a 
clinical activity equivalent to from 15 to 25 per cent 
of their original potency. 

Ergotamine tartrate (gynergen) and ergotoxine 
ethanesulphonate produce changes in the post- 
partum uterus of the same character and order of 
magnitude. These principles administered hypo- 
dermically or intramuscularly are absorbed more 
slowly, and when given in doses which do not cause 
undesirable side-effects such as nausea and vomiting 
are distinctly less effective than the crude drugs 
administered by rectum, mouth, or intramuscular 
injection. 

Pituitrin given hypodermically in maximal doses 
results in a marked increase in the tonicity of the 
postpartum uterus within from three to six minutes. 
The effects gradually diminish from the early peak 
and disappear within from forty-five to ninety 
minutes. Second doses are relatively ineffective if 
injected earlier than forty-five minutes after the 
administration of initial dose. The postpartum uterine 
response to pituitrin is directly proportional to the 
dose. 

Morphine is capable of causing a considerable re- 
duction in the motility and tone of the postpartum 
uterus. The authors’ observations suggest that cau- 
tion is necessary in postpartum medication for pain 
because of the possibility of uterine relaxation and 
increased postpartum hemorrhage. 

EpWARD L. CoRNELL, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Eisendrath, D. N.: The Clinical Importance of 
Congenital Hypoplasia. J. Urol., 1935, 33: 331. 
The author emphasizes that renal hypoplasia 
must not be confused with renal agenesis. Hypo- 
plasia. includes all degrees of faulty development of 
the fetal kidney ranging from a kidney which fol- 
lows in every respect the normal fully developed 
kidney to the presence of only a mass of fat contain- 
ing rudimentary renal parenchyma. In agenesis, 
there is complete absence of all traces, even micro- 
scopic, of the renal blastoma or anlage of the em- 
bryo. While in a certain number of cases of agenesis 
a ureteral orifice or even a ureter of variable length 
may be found, even in such cases the most careful 
examination fails to reveal fetal renal tissue. It 
must be borne in mind that the ureter and the col- 
lecting tubules differ in their embryonal origin from 
the structures that develop to form the remainder 
of the kidney. 

The word ‘‘aplasia”’ signifies complete lack of 
formation of some structure, and unless confusion 
is to take place in the interpretation of these condi- 
tions, the lateral interpretation must be accepted. 

Eisendrath reports three cases of hypoplasia. 

The first case was that of a man thirty-five years 
of age who was admitted to the hospital in coma 
and died of uremia forty-eight hours later. Autopsy 
revealed an acute suppurative pyelonephritis of the 
right kidney due to blocking of the ureter by a 
calculus and marked hypoplasia of the left kidney 
which had rendered it unable to compensate for the 
blocking of the right kidney. 

The second case was that of a man forty-five years 
of age who was seized with an attack of severe left 
renal colic and anuria and was relieved by ureteral 
catheterization. Further study failed to reveal the 
presence of a calculus. The findings of pyelography 
were those typical of renal hypoplasia. 

The third case was that of a boy eleven years of 
age who had just been relieved of acute retention 
by meatotomy with the removal of a calculus which 
was firmly impacted near the external meatus. Six 
years previously this patient had had an operation 
for vesical calculus. Examination of the urine re- 
vealed a marked pyuria, and roentgen examination 
the presence of four large shadows in the course of 
the left ureter. Operation disclosed a greatly dilated 
ureter containing four calculi, and an extremely 
small kidney with a few small cysts and well-marked 
fetal lobulation. Nephro-ureterectomy was _per- 
formed. The removed kidney measured 2 cm. in 
width and 5 cm. in length. It showed a diffuse 
increase of fibrous tissue and numerous dilated tu- 
bules. In some areas, a few hyalinized glomeruli 


could be seen with fibrosis of the adjacent tissue 
and much infiltration with small round cells. The 
smaller arteries were thick walled. There was a 
marked round-cell infiltration in the submucous 
layer of the pelvis. The gross and microscopic pic- 
tures were typical of renal hypoplasia. 

As a rule, hypoplastic kidneys are found in the 
renal regions, but occasionally are dystopic. At 
times section of the kidney shows division into a 
cortex and medulla as in the fully developed organ, 
the appearance being that of a kidney in miniature. 

There are certain variations in the renal pelvis 
in hypoplasia which, very often, can be diagnosed 
by pyelographic examination. It is rare to find com- 
plete absence of the pelvis and calyces. 

The ureter varies in length and may end in or 
near the hypoplastic kidney. The ureter and ureteral 
orifice may be normal. 

Ectopic ureteral endings are rather common. The 
author found the ending in the seminal vesicle in 
eight cases, in the vas deferens in three, in the duct 
of Gaertner in two, and in the ejaculatory duct, 
the anterior vaginal wall, and the prostatic urethra 
in one case each 

The clinical aspects of renal hypoplasia are im- 
portant because the hypoplastic organ fails to de- 
velop sufficient reserve power when the other kidney 
is removed or its function is greatly diminished by 
injury, disease, or blockage of the ureter. 

Pathological conditions are often associated with 
renal hypoplasia. The most frequent are hydro- 
nephrosis, calculus formation, and infection. 

The treatment indicated for renal hypoplasia is 
nephrectomy. The diagnosis is made by uretero- 
pyelography and tests of renal function. In cases 
of uncomplicated hypoplasia in which there is suffi- 
cient normal parenchyma for the excretion of normal 
clear urine and the good excretion of dyes, difficulty 
may be experienced in estimating the reserve ability 
of the hypoplastic organ when the other kidney 
requires treatment. ELMER Hess, M.D. 


Counseller, V. S., and Priestley, J. T.: The Present 
Conception of Renal Lithiasis. J. Am. M. Ass., 
1935, 104: 1309. 

Many theories have been advanced as to the cause 
of renal stones, but none so far suggested appears to 
satisfy the requirements. The theory of infection 
sponsored chiefly by Rosenow and his co-workers 
has many adherents. 

Hager and Magath isolated from the urine of 
patients afflicted with alkaline encrusted cystitis an 
organism closely related to the salmonella proteus 
ammoniz. A study of this bacillus showed that its 
chief function was to split urea into ammonia and 
carbonic acid. Its injection into the bladder of dogs 
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failed to cause any disturbance in the bladder until 
chemical cystitis had been produced by an irritating 
substance. After the production of a chemical cys- 
titis chronic encrusted cystitis with an alkaline urine 
resulted. This bacterium is now regularly isolated 
from the urine of patients afflicted with alkaline 
encrusted cystitis and is regarded as a secondary in- 
vader favoring the precipitation of urinary salts. 
According to C. H. Mayo, stagnation and infection 
are important factors in the formation of renal stones 
and the kidney is an organ of filtration which is con- 
stantly eliminating bacteria from the circulation. 
This hypothesis of infection he considers the only 
tenable one. He contends that the formation of 
stones requires the presence of bacteria of two types, 
one of which produces renal infection by the hematog- 
enous route and the other of which may come from 
a local focus. 

There is no doubt that stasis and infection are con- 
tributory causes in many cases of nephrolithiasis, 
but the exact influence these factors exert is not 
clear. 

Careful study of the experimental work of McCar- 
rison on the formation of renal stones in rats and 
cattle in India and of his clinical observations on this 
disease in the various peoples of India leaves no 
doubt that there is some evidence of a relationship 
between a deficiency of Vitamin A and the formation 
of urinary calculi. McCarrison noted also that if 


Vitamin C was removed from the diet along with 
Vitamin A the influence on stone formation was 
greater and if earthy phosphates were added to the 
diet deficient in these vitamins, the rate and degree 


of calculus formation was still further increased. 
The mechanism involved has not been determined, 
but it is fairly clear that the serious injury sustained 
by the urinary epithelium in the presence of a defi- 
ciency of Vitamin A is an important factor. It is 
quite probable that the desquamated, keratinized 
epithelium from the urinary tract may form the 
nidus around which stony material is deposited. The 
stones produced experimentally are nearly always 
of the calcium phosphate variety and are nearly 
always associated with infection. 

Observations indicate that the prevention of the 
formation of calculi is dependent on protective col- 
loids in the urine. When crystalloids are abnormally 
excessive, colloids may be unable to retain them in 
solution and the formation of calculi results. Calculi 
may be formed also if the protective power of the 
colloids is interfered with by the production of ab- 
normal colloids as the result of metabolic disturb- 
ances or of inflammation produced by bacteria. 

Recent studies of the parathyroid bodies have 
increased the probability that renal lithiasis is in 
some fashion related to disturbances of metabolism. 

Dysfunction of the parathyroid bodies is now 
known to be definitely associated with a rather high 
incidence of renal lithiasis, which is fundamentally 
the result of disturbances of calcium and phosphorus 
metabolism. It is not unlikely that urinary stones 
associated with the prolonged disability incident to 


fractures, arthritis, and other conditions may have 
a similar causation. 

The indications and the type of operation for the 
removal of a single stone that is too large to pass 
spontaneously have been fairly well standardized. 
In the past, nephrolithotomy was the operation of 
choice for the removal of a renal stone, but today, 
except for a stone or stones situated just beneath the 
renal capsule or impacted high in one of the calyces, 
pelviolithotomy is the preferred procedure. This is 
true especially for the single stone that is situated 
in the renal pelvis. By careful manipulation, many 
single or multiple stones situated in the calyces can 
also be removed through an incision in the renal 
pelvis. Pelvionephrolithotomy is of distinct advan- 
tage when a stone is impacted in a calix or has 
branches extending into one or more calyces. By 
introducing the finger through the pelvic incision, 
the stone or stones can be pushed toward the cortex, 
which not infrequently is scarred or somewhat thin 
over this region, and by making a small incision 
through the cortex or using a pointed forceps as 
advocated by Judd and Scholl, the stones can be 
extracted quite easily. 

The surgical procedure which is best for the re- 
moval of multiple stones cannot be stated dogmati- 
cally as the choice of procedure in a given case must 
be governed largely by clinical judgment. In the 
past decade there has been a decided tendency to- 
ward conservative surgical measures for renal stones. 
It is a simple procedure to remove a kidney for 
stone, but much experience and several technical 
aids are required to remove all stones or stony frag- 
ments with preservation of the kidney. In the 
presence of extensive infection with great destruc- 
tion of renal tissue, nephrectomy is the wisest pro- 
cedure. This is true particularly if the other kidney 
is normal. Nephrectomy for single or multiple stones 
without infection is to be condemned. 

In the past few years the authors have been able to 
remove stag-horn stones from the kidney with suc- 
cessful results in most cases, although in several of 
their cases the stones were bilateral, no serious injury 
to the kidney, the renal pelvis, or the ureter occurred 
and all fragments were removed. The parenchyma 
was retracted to the bifurcation of the calyces, as 
suggested by von Lichtenberg, and direct access to 
the calyces obtained through a V incision in the 
renal pelvis. 

The surgical treatment of bilateral renal lithiasis 
is a problem requiring mature judgment and care. 

Cabot has pointed out that in cases of renal infec- 
tion and obstruction nephrostomy is of value as it 
establishes immediate drainage, which is so essential 
in these cases and promotes elimination of infection. 

It appears obvious that, for the prevention of re- 
currence, all calculi and stony fragments must be 
removed completely at operation. This may be 
accomplished only by routine fluoroscopic and roent- 
genographic examination at the time of operation. 
With these aids in association with a careful surgical 
technique to prevent undue trauma and bleeding, 
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all of the stony fragments may be removed in prac- 
tically every case. 

Although the exact part played by obstruction of 
the kidney in the formation of stones is not fully 
known, every effort should be made to provide free 
drainage of urine from the upper portion of the 
urinary tract following the removal of stones. Not 
infrequently, because of obstructing factors such as 
anomalous vessels, bands of fibrous tissue, and acute 
angulation of the ureter, obstruction may be dis- 
covered at the ureteropelvic juncture. This should 
be corrected, if possible, at the time of operation. 
The almost certain development or persistence of 
infection secondary to obstruction is well known. 

At present, complete elimination of infection is 
one of the most important requirements for the pre- 
vention of subsequent stone formation. Various 
aids may be employed for the elimination of infection 
from the urinary tract. 

Before any treatment against infection of the 
urinary tract can be planned intelligently, accurate 
information must be obtained regarding the type of 
the offending bacteria. This necessitates cultures 
from the pelvis of the kidney and from any stones 
that are removed. 

Considerable has been written regarding various 
medicinal measures and the dietary treatment of 
infection in the urinary tract. According to the 
authors’ experience, the best results are obtained by 
acidification of the urine with ammonium chioride 
or ammonium nitrate given in association with 
methenamine if the offending organism belongs to 
the bacillary group. Methenamine is most effective 
when the hydrogen-ion concentration of the urine 
is at least 5.4. If cultures reveal cocci, the non- 
specific use of neoarsphenamine is frequently effi- 
cacious. When measures of this type fail to produce 
the desired results, the production of ketosis by the 
use of the ketogenic diet will often be effective. 

Various metabolic disorders may be fundamen- 
tally responsible for the formation of calculi. Their 
detection may be aided by a routine chemical analysis 
of removed calculi and examination of the urine for 
cystin and uric acid crystals. 

After the removal of stones from the kidney, 
periodical examinations of the urinary tract are 
desirable. In many cases these may seem unneces- 
sary and may be discontinued after several have 
been made. On the other hand, if the patient pre- 
sents a tendency toward persistent or recurrent 
infection of the urinary tract or if he has impaired 
renal function or faulty drainage from the kidneys, 
the periodical examinations should be continued for 
a number of years. 


Stevens, A. R.: Bilateral Urinary Calculi, with 
Special Reference to Therapeutic Problems. 
J. Am. M. Ass., 1935, 104: 1289. 


The treatment of bilateral urinary calculi depends 
upon the size and location of the calculi, whether 
they obstruct renal function, and whether infection 
is present. 


Back-pressure on the kidney can be relieved by 
passing a catheter beyond the obstructing calculus. 
This is a simple and harmless procedure which 
improves kidney function, reduces infection, and 
may perhaps lead to passage of the stone. In per- 
forming nephrostomy the author makes multiple 
small wounds instead of a single large wound and 
introduces a sufficient number of superficial sutures 
for hemostasis. He believes this technique reduces 
destruction of kidney tissue to the minimum. 

In conclusion Stevens emphasizes that the aim of 
the surgeon should be to obtain the greatest ultimate 
improvement of renal function with the minimal 
risk. J. Sypney Ritter, M.D. 


Quinby, W. C., and Bright, E. F.: Solitary Renal 
Cysts; Their Symptoms When Situated at the 
Upper Pole of the Right Kidney. J. Urol., 
1935, 33: 201. 

The authors discuss the classification, etiology, 
pathology, and symptoms of solitary renal cysts and 
report seven cases. In four of the latter the cysts 
were located in the upper pole of the right kidney. 
The authors report these cases in detail, analyzing 
their symptoms and the symptoms in thirty-two 
cases reported in the literature. Over half of the 
patients had non-radiating pain in the right upper 
quadrant of the abdomen under the costal margin. 
One-fourth complained of pain in the right side of 
the back. One-third had symptoms of cystitis, and 
one-third had chills and fever. About one-fourth 
had gross hematuria. In two-thirds of the cases 
physical examination was negative. 

In conclusion the authors state that solitary cyst 
of the upper pole of the kidney must be taken into 
consideration in the differential diagnosis of the 
cause of pain in the right upper quadrant of the 
abdomen, especially when the findings of cholecyst- 
ographic examination are normal. The most accu- 
rate means of diagnosing solitary renal cysts is 
pyelography. FRANK M. Cocuems, M.D. 


Ockerblad, N. F., Carlson, H. E., and Simon, J. F.: 
The Effect of Morphine upon the Human 
Ureter. J. Urol., 1935, 33: 356. 


In a review of the literature the authors found that 
the opinion most generally held regarding the action 
of morphine on the intact human ureter does not 
agree with the pharmacology of morphine which 
has been established in the research laboratory. 

In a study of the effect of morphine by tracings 
according to Trattner’s method which was made 
in the cases of twenty-four patients, it was found 
that the drug caused a marked increase in the 
ureteral tone and in the amplitude of the ureteral 
contractions. The effect was produced in from two 
to five minutes and persisted for three hours or 
longer. Atropine in doses of 1/1oo gr. invariably 
stopped the contractions of the morphine-stimulated 
ureter, producing a consequent loss of tone, but did 
not act strikingly or constantly when given alone. 

ELMER Hess, M.D. 
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Rizzi, R.: Ureterectasia Without Mechanical Ob- 
struction. Achalasia of the Ureteral Orifices 
(Ureterectasie senza ostacoli meccanici. Acalasia 
degli sbocchi ureterali). Arch. ital. di urol., 1935, 
12: 93. 

Rizzi reports five cases of ureterectasia without 
mechanical obstruction of the urinary passages 
which he believes was due to congenital achalasia of 
the ureteral orifices. In two cases the ureteral 
dilatation was bilateral. In the three in which it 
was unilateral it was more advanced and occurred 
in younger persons. As there are records of cases of 
ureterectasia in newborn infants, the author believes 
the cause is a congenital dysfunction of the ureteral 
sphincter or the intramural portion of the ureter. 

The treatment indicated varies according to the 
stage of the condition. Most cases are first observed 
in the advanced stages, often with dilatation and 
atrophy of the involved kidney. When, in such 
cases, the function of the uninvolved kidney is 
normal, nephrectomy is advisable. In the milder 
forms complicated by infection, repeated lavage of 
the pelvis of the kidney and the use of urinary 
antiseptics are indicated. 

The author discusses various methods of over- 
coming the achalasia such as dilatation, avulsion, 
and fulguration of the ureteral orifice. All of these 
methods may lead to a vesico-ureteral regurgitation 
with danger of infection. Rizzi suggests, although 
he has not performed it, extravesicle section of the 
musculature of the ureteral orifice without cutting 
of the mucosa. Peter A. Rost, M.D. 


BLADDER, URETHRA, AND PENIS 


Muschat, M.: The Value of Cystometry. J. Urol., 
1935, 33: 366. 

By means of an apparatus called a “cystometer” 
which was presented by Rose in 1926, water was run 
into the bladder and the changing pressures within 
were registered and plotted against the amount of 
filling. The characteristic curve thus obtained 
represents the response of the bladder musculature 
to a gradual stretching process and indicates the 
tonus and reserve strength of the detrusor mechan- 
ism. 

According to present-day knowledge regarding the 
musculature of the urinary bladder proper function 
of the bladder depends upon the normal coordination 
of three mechanisms: the lock, the opener, and the 
expeller. The lock consists of the two sphincters, the 
internal and the external. The opener is the trigone 
on the floor of the bladder. The expeller is the de- 
trusor or the musculature of the bladder wall. 
Weakness of the sphincters will cause incontinence. 
Weakness of the trigone and weakness of the de- 
trusor will cause first partial and later complete 
retention. Weakness of the sphincters and trigone 
can be determined best by use of the cystoscope, 
whereas weakness of the detrusor can be determined 
best by the use of the Rose cystometer or a cystom- 
eter devised by the author. The latter consists of 


an irrigating jar, a Wolfe bottle, and a mercury 
manometer. A three-way stopcock directs the water 
from the irrigating jar to the bladder by catheter or 
connects the bladder water column with the Wolfe 
bottle. This apparatus is easy to operate and can be 
easily sterilized. 

When the detrusor muscle is weakened, lacking 
normal tonus, it will not respond with normal 
pressure rates, whereas when its tonus is greater than 
normal it will respond with greater than normal 
pressure rates. Clinically, the response will show 
whether a given bladder condition is neurogenic or 
not. 

With the exception of a few instances of paralysis 
of the sphincters, the detrusor is invariably involved 
in all neurogenic disturbances, its tone being 
lessened or increased depending upon whether the 
disturbance is paralytic or stimulative. Thus, by 
recording the tonus of the detrusor it is possible to 
determine the character of the nerve changes con- 
trolling the muscle fibers of the bladder wall. The 
author cites a number of cases which show the great 
value of the cystometer in the study of these con- 
ditions. 

Irritation of the sympathetic fibers is known to 
cause relaxation of the detrusor and contraction of 
the sphincter, producing a large bladder with a tight 
sphincter, while irritation of the parasympathetics 
causes contraction of the detrusor and relaxation of 
the sphincters. When the sympathetic fibers lose 
control, the parasympathetics become dominant. 
The bladder is small and possibly incontinent. After 
destruction of the parasympathetics the action of the 
remaining sympathetics causes the bladder wall to 
become relaxed, greatly increasing its capacity, and 
hypertonicity of the sphincters causes retention of 
urine. 

In the light of our present knowledge regarding 
the innervation of the bladder it is impossible to 
differentiate between an irritative lesion of one 
nervous system from a destructive process of the 
other nervous system. What we yet lack is a factor 
which will tell us whether we are dealing with an 
irritative or a destructive spinal lesion. Until such a 
factor is found localization of the nervous lesion must 
be left to the neurologist. ELMER Hess, M.D. 


Fruchaud, H.: The Use of Irradiation in Cancers 
of the Bladder and the Prostate (De l’utilisation 
des radiations dans les cancers de la vessie et de la 
prostate). J. d’urol. med. et chir., 1935, 39: 97- 


The use both of surgical and irradiation treatment 
for cancer of the urinary bladder and the prostate 
gland has yielded disappointing results. The author 
attempts to evaluate the two methods and determine 
their indications. 

Cancers of the bladder are radiosensitive, but the 
conditions under which irradiation can be employed 


are extremely unfavorable. In the application of 
external irradiation only one portal of entry is 
available, and as the sensitivity of the skin and the 
tumor is too nearly the same, adequate treatment 
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is impossible. Local irradiation is difficult to apply 
because of the mobility of the bladder, the thinness 
of its wall, and its proximity to the peritoneum and 
the pelvic cellular tissues. As radium needles cannot 
be placed about the tumor perpendicularly to the 
wall, only the surface of the tumor can be treated. 
However, radium has its uses. The technique of 
radium treatment is as follows: 

lhe bladder is opened widely. When the tumor 
is located elsewhere than in the trigone, the needles 
are placed in and parallel with the wall and parallel 
with one another at intervals of from 1% to 1 cm. 
They should extend beyond the limits of the tumor 
into healthy tissue. To prevent the bladder from 
contracting it is filled with gauze. When the tumor 
is situated in the trigone it is surrounded by the 
needles which are introduced vertically into the 
bladder wall. Filling the bladder with gauze is 
unnecessary. Depending upon the type of irradia- 
tion, the dose varies between 1 and 2 mc. per square 
centimeter of area treated. A total dose of 15 mc. 
is the minimum. It may be increased to 30 me. in 
tumors of the trigone. 

As the action of the radium is purely local, the 
pelvis is irradiated with the X-rays through multiple 
skin areas. It is perhaps best to begin the treatment 
with X-ray irradiation in order to avoid the delay 
necessitated by the cystostomy. 

X-ray and radium therapy being difficult to 
apply under conditions which permit them to be 
eflective, operative treatment is to be preferred. 

Most suitable for surgical removal are well- 
limited pedunculated cancers. The electric knife, 
electrocoagulation, or simple resection may be 
employed. Tumors back of the trigone are best 
treated by partial cystectomy of variable extent. 
When the tumor is anterior to the ureters, radium 
therapy is most effective and is to be preferred to 
surgery. Total cystectomy has too high a mortality 
to warrant its consideration. Tumors which have 
extended beyond the limits of the bladder can be 
treated only palliatively by electrocoagulation per- 
formed with the bladder open. 

In cancer of the prostate the conditions are en- 
tirely different. The cancer is extremely radio- 
sensitive and the prostate is a fixed organ which is 
relatively accessible. However, the depth of the 
lesion places it beyond effective external irradiation. 
The conditions for local treatment are quite favor- 
able, but as the action of radium is purely local, 
only well-limited lesions can be benefited. Radium 
is applied through a standard perineal incision. 
Needles containing the radium at two levels are 
placed along the lateral surfaces of the gland about 
Icm. apart. The needles should be sufficiently long 
to extend from the summit to the base. The dose 
is from 20 to30mce. A retention catheter is sufficient 
to drain the bladder. The radium is supplemented 
by external radiotherapy of the pelvis. The results 
of this treatment are rendered mediocre by urinary 
retention which necessitates cystostomy in about 
half the cases, and by metastases to the pelvic lymph 


nodes. However, a few lasting cures are obtained 
and radium gives far more satisfactory results than 
surgery. 

Cancers which develop in an adenoma must be 
considered separately. They are usually discovered 
after removal of the adenoma and as a rule the 
patient remains well. Even when the adenoma is 
adherent because of what appears to be malignant 
infiltration its removal is advisable. The patient 
will be benefited at least by the re-establishment 
of normal micturition. ALBEert F. De Groat, M.D. 


Hyman, A.: Suprapubic Cystotomy with Excision 
and Irradiation in the Treatment of Malignant 
Tumors of the Bladder. Am. J. Surg., 1935, 28: 5. 


For the implantation of radon seeds in malignant 
bladder tumors Hyman prefers open operation to 
the closed method as it permits better visualization 
of the extent, character, and infiltration of the lesion. 

The emptied bladder is exposed by a suprapubic 
incision. After the peritoneum is sponged upward 
the abdominal wall is widely retracted and the blad- 
der well isolated with large moist pads. Between 
two blunt clamps the bladder is opened with an 
endotherm needle from the vault downward. Blad- 
der retractors are placed in position for better 
visualization. After sections are removed with the 
endotherm needle the proliferating part is resected 
and the base coagulated. 

Non-removable platinum seeds of radon with a 
strength of 2% mc. are embedded through special 
rigid introducers 1 cm. apart. The number of seeds 
required depends upon the size of the tumor. The 
introducers are allowed to remain in position until 
the first row is planted. The location of the tumor 
determines the depth of the seeds. The bladder is 
bathed with 50 per cent alcohol. The bladder pads 
are changed and fresh instruments are used for the 
closure. Drainage is established. 

This method is suitable especially for cases of 
large growths in the trigone, inoperable growths, 
multiple growths, and recurrent tumors, and those in 
which the patient’s general condition is poor. 

In 81 cases treated prior to 1930 the mortality was 
13 per cent. Many of the patients were poor risks. 
Since 1930, the mortality has been decreased by less 
extensive mobilization of the bladder. 

Bladder resection is done in all cases in which the 
tumor is favorably situated and the general condi- 
tion justifies it. It is preferred to radium. 

The technique described by Beer in 1921 is fol- 
lowed. The bladder is exposed and mobilized. If 
the peritoneum is not involved, mobilization is not 
difficult. If the peritoneum is involved, it is left 
attached to the bladder and the peritoneal cavity is 
closed by suturing the anterior parietal peritoneum 
to the peritoneum in the pouch of Douglas. The 
vasa deferentia are ligated. The bladder is opened 
and the growth exposed and fulgurated. 

With the needle electrode the bladder incision is 
enlarged well beyond the limits of the tumor or 
induration. If the ureter is involved it is cut across 
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from 1 to 2 cm. above the bladder and implanted 
into the posterior bladder wall through a stab 
wound. The wound and bladder are bathed with 
50 per cent alcohol. Fresh pads and instruments are 
used. Drainage is established and the wound closed. 

In sixty-seven cases the mortality was 25 per cent. 

Total cystectomy with partial prostatectomy is 
indicated if there is extensive involvement of the 
trigone and ureters, if the sphincter is involved, if 
the prostate has been invaded, if the greater part of 
the bladder has been involved, or if multiple tumors 
cover too large an extent for radon implantation. 

The bladder is mobilized. Each ureter is ligated 
as near the bladder as possible. The anterior attach- 
ments of the prostate are cut. The prostate is freed 
from the rectum so that the bladder, seminal 
vesicles, and prostate are in one mass. The prostate 
is transfixed with heavy catgut and is excised with 
the endotherm needle proximal to the sutures. 

The ureters are brought out for a distance of 2 or 
3 cm. through small gridiron wounds on each side 
just internal to the anterior superior spine and are 
sutured to the skin. Ureteral catheters or small 
rubber tubes are passed to the renal pelves. Drain- 
age is established down to the stump of the prostate 
and the wounds are closed. The ureters must be 
carefully watched. 

In nineteen cases the mortality was 21 per cent. 

In conclusion the author emphasizes the impor- 
tance of careful diagnosis; pre-operative preparation; 
transfusion, if indicated; the Trendelenburg posi- 
tion; the intravenous administration of glucose dur- 
ing the operation; and the use of spinal, ethylene, or 
nitrous oxide and oxygen anesthesia. He states that 
the main postoperative essentials are transfusions 
and continuous intravenous infusions of gluccse. 

CLaupvE D. Pickrett, M.D. 


GENITAL ORGANS 


Rich, A. R.: On the Frequency of Occurrence of 
Occult Carcinoma of the Prostate. J. Urol., 
1935, 33: 215. 


Of 292 consecutive autopsies performed on males 
over fifty years of age who died of a wide variety of 
conditions, carcinoma of the prostate was found in 
14 per cent. In 65.8 per cent of the cases in which 
the diagnosis was made at autopsy the presence of a 
carcinoma of the prostate had not been recognized 


clinically. The tumor was found most often near 
the outer margin of the gland and showed a tendency 
to invade the capsule. FRANK M. Cocnems, M.D. 


Hinman, F.: Radical Operation for Teratoma 
Testis. Am. J. Surg., 1935, 28: 16. 


There is confusion as to the merits of, and the 
time for, radical operation for teratoma testis. 

The pathological classification of these teratomas 
is difficult. Almost all are malignant. All metasta- 
size first to the primary lymph zone of the testis. 
Some are radiosensitive and others radioresistant. 
Not all secrete a gonadotropic hormone into the 


INTERNATIONAL ABSTRACT OF SURGERY 


urine. Microscopic study will not show which of 
them will respond to irradiation. 

At present two groups are recognized. The rare 
homologous types, sarcomas and monocellular semi- 
nomas, do not excrete a hormone. The heterologous 
tumors include the mixed tumors of adult tissue and 
the embryonal tumors arising from the totipotent 
sex cells. Only the latter excrete a hormone. 

If the hormone has disappeared by two weeks 
after castration and the tumor is radiosensitive the 
prognosis is good. If the tumor is radioresistant the 
prognosis is fair. If the hormone is present but 
diminishes or disappears under irradiation the prog- 
nosis is fair. If there is no change the prognosis is 
poor. If there is evidence of metastases but the 
hormone and metastases decrease or disappear under 
irradiation the prognosis is fair but otherwise it is 
poor. Because of marked variations in the hormone 
output following irradiation, this test is now con- 
sidered uncertain. 

If it is to give good results, radical operation, like 
castration, must be performed early and on patients 
who do not show metastases. In the author’s cases, 
the cord is divided with the cautery high in the 
inguinal canal and after this has been done frozen 
sections are made of the testis by an expert patholo- 
gist. The incision is then extended up along the edge 
of the rectus and continued out beneath the twelith 
rib. Gentle traction is made on the cord to prevent 
the spermatic vessels and possibly the ureter from 
becoming stripped up with the peritoneum over the 
iliac vessels. The retroperitoneal exposure is carried 
up to the kidney pedicle. 

The lymphatic tissue is carefully dissected from 
the iliac vessels and aortic bifurcation, and the pre- 
aortic lymph areas and spermatic vessels are then 
dissected. If the lymph tissue extends down to the 
sacrum, care is taken to avoid injury to the middle 
sacral artery. The ureter is freed and retracted with 
a narrow tape. The spermatic vessels are clamped. 

As invasion of the primary and secondary lymph 
nodes on both sides may occur early, operation 
should attempt the removal of both groups. Dis- 
section on the left side is complicated by the superior 
mesenteric artery. 

The author reports forty-nine cases. Twenty-five 
of the patients showed no clinical evidence of metas- 
tases. Of the fourteen who were subjected to the 
radical operation, ten are living and have a good 
prognosis. Of seven in whom no metastases were 
found at operation, six are living after from one to 
eight years. Of seven who showed metastases at 
operation, four are living after from three months 
to fourteen years. Eight of eleven treated by castra- 
tion and irradiation are alive. One has a good 
prognosis at the end of two years. Four have a fair 
prognosis. One presents evidence of metastases and 
increasing hormone after seven years. Three who 
were treated one, three, and seven years ago, show 
increasing hormone. The remainder have a poor 
prognosis because of metastases and increasing 
hormone. 
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Of the twenty-nine who presented clinical evidence 
of metastasis, nine are alive. Four who were treated 
from a few months to five years ago have a fair 
prognosis. The tumors are radiosensitive although 
the hormone is present. In the cases of five, the 
tumors are radioresistant and the prognosis is poor. 

CraupvE D. PIcKRELL, M.D. 


MISCELLANEOUS 


Barclay, I. B., and Baird, J. B.: Excretion Urog- 
raphy. Brit. J. Radiol., 1935, 8: 201. 

[The authors analyze 385 consecutive cases in 
which excretion urography was done. They state 
that excretion urography is especially useful in the 
differential diagnosis of intra-abdominal conditions 
with urological symptoms. It is functional and dy- 
namic, whereas retrograde pyelography is ana- 
tomical. In the technique used by the authors a 
plain roentgenogram is made first and, after the in- 
jection, roentgenograms are taken at the end of 
three, ten, and thirty minutes. In the 3 exposures 
made after the injection the outline of the conduct- 
ing system varies according to the position of systole 
or diastole. In general the roentgenogram made 
after three minutes is the most informative as 
regards renal function, but good concentration per- 
sisting after thirty minutes is suggestive of an ab- 
normality such as hydronephrosis, ureteral obstruc- 
tion, infection, or oxaluria. 

In cases of painless hematuria, whether constant 
or intermittent, examination by excretion urography 
should be done early. 

It is of value also in renal lithiasis. Plain plates 
should be made first on inspiration and expiration 
to ascertain whether the shadow moves with the 
kidney. In cases of non-opaque stones excretion 
urography may give sufficient evidence to justify 
exploration. It is invaluable in checking recovery 
following operative procedures. 

In tuberculosis it differentiates the normal and 
the pathological side. Fringing or a bulbous de- 
formity of the terminal portion of the calyx and its 
tortuous elongation and irregularity are strongly 
suggestive of early tuberculous disease. 

Excretion urography is especially helpful in the 
cases of children, who are not good subjects for 
instrumentation. 

The diagnosis of renal neoplasm requires retro- 
grade pyelography as the intravenous urogram 
reveals little more than impairment of function on 
the affected side. 

Excretion urography is valuable in cases of ure- 
teral conditions. In many of these cases the retro- 
grade method may be dispensed with entirely. 

ANDREW McNALLy, M.D. 


Desjardins, A. U., Stuhler, L. G., and Popp, W. C.: 
Fever Therapy for Gonococcic Infections. J. 
Am. M. Ass., 1935, 104: 873. 

Between December, 1933, and September, 1934, 
thirty-three patients suffering from simple urethritis 


or urethritis complicated by cervicitis, salpingitis, or 
arthritis were referred for fever therapy. Four must 
be excluded because they did not return after the 
first session of fever or failed to coéperate. 

Of the twenty-nine remaining patients, twenty- 
five received systematic treatment and were cured. 

The average number of sessions of fever required 
to effect a cure was five and four-tenths sessions. 
The largest number of sessions required was twelve 
in one case. This large number was necessary be- 
cause, during the early sessions, an adequate degree 
of fever was not attained or was not maintained long 
enough. The lowest number of sessions of fever re- 
quired for cure in any case was three. 

Four patients were not cured, probably because 
the required degree of temperature could not be at- 
tained or consistently maintained for a sufficient 
time. 

During the early phase of this work the sessions of 
fever were repeated only when the urethral dis- 
charge re-appeared; that is, after a lapse of from 
three to seven days. Later, only two days inter- 
vened between sessions. 

At first also a rectal temperature between 41.1 
degrees C. (106 degrees F.) and 41.7 degrees C. 
(107 degrees F.) was maintained for five hours in 
most cases, but in some cases such a degree of fever 
was not attained or was not consistently maintained 
for five hours. This explains why a few patients re- 
quired as many as seven or ten sessions and one 
patient required twelve sessions of fever for cure. 

The first two sessions are regarded as test sessions. 
In these sessions a temperature between 41.1 de- 
grees C. (106 degrees F.) and 41.7 degrees C (107 
degrees F.) is maintained for six hours. If by the end 
of that time the urethral discharge continues and 
gonococci are still found in smears, the duration of 
subsequent sessions is increased to seven or eight 
hours. With such a scheme of treatment more than 
four sessions of treatment are seldom necessary. The 
possibilities of the method are illustrated by the case 
of a man who was cured of gonococcic urethritis 
after four sessions of fever and the case of his wife 
who was cured of gonococcic urethritis with a com- 
plicating unilateral salpingitis after six sessions. 

Well-controlled diabetes does not contra-indicate 
fever therapy for gonococcic infection or for any 
other condition for which fever therapy may be in- 
dicated. This conclusion is supported by a cure ob- 
tained by fever therapy in the case of a man with 
diabetes. 

When fever therapy is properly carried out with 
specially trained nurse technicians in constant at- 
tendance and the constant supervision of a physician 
familiar with all phases of such treatment, and when 
the cases are carefully selected, only minor compli- 
cations need be anticipated. These include herpes 
labialis, an occasional skin blister, and muscular 
tetany (hands, feet, and sometimes the abdomen), 
which promptly disappears on the administration of 
carbon dioxide and oxygen or the intravenous in- 
jection of calcium gluconate. 
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As sedatives, codeine, pentobarbital sodium, and 
sodium amytal have been found most satisfactory. 
Dilaudid is unreliable and may lead to collapse. 
Morphine should be avoided because of its tendency 
to induce nausea and sometimes vomiting which may 
seriously interfere with the adequate intake of fluids 
and chloride during treatment. 

Fever therapy, especially for conditions requiring 
a high temperature, should be given in an institution 
where adequate facilities and a trained personnel are 
available. It cannot be carried out in conjunction 
with other medical practice without an increase in 
the risk. 


Kurzenberger, E.: The Treatment of Lympho- 
granulomatosis Inguinalis—Climatic Buboes 
Zur Frage der therapeutischen Behandlung der 
Lymphogranulomatosis inguinalis—klimatische Bu- 
bonen). 1934: Hamburg, Dissertation. 

Lymphogranulomatosis inguinalis is an infectious 
disease of the lymph glands identical with the 

“climatic bubo” observed in the tropics by Mueller 

and Justi. The clinical picture is characteristic. 

At first there is slight enlargement of some of the 

glands of both inguinal regions which is of firm 

consistency and slightly tender to the touch. In 
periadenitis the glands merge to form a nodular 
bundle over which the skin is immovable. Softening 
then takes place and is followed by perforation with 
fistula formation. The skin at first appears to be 
bluish and then brownish red. Frei’s intracutaneous 


reaction is a valuable aid to diagnosis. The pus ob- 
tained by puncture from softened but still closed 
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glands serves as an antigen. One-tenth of a cubic 
centimeter injected intracutaneously into the arm 
gives rise in twenty-four hours to papular inflamma- 
tions about 1 cm. in diameter, around which a red 
halo forms at the end of forty-eight hours. 

The etiology is not clear. Bacilli have not been 
demonstrated with certainty. The incubation period 
is from ten to thirty days. There is no universally 
applicable treatment. Surgical treatment with 
curettement of the glands, roentgen irradiation, and 
chemotherapy are considered. Drugs that have been 
tried are antimony (this may cause nephrosis or 
exanthems), salicylic acid, ammoniated copper sul- 
phate, and methylene blue. Stimulation therapy by 
the injection of milk or protein bodies and specitic 
vaccines prepared from the dried contents of the 
glands has been used with varying results. The 
author reports on treatment with maximal fever 
therapy. The result of this treatment consists in 
shortening the period of healing and depends upon 
excitation of a maximal general reaction on the part 
of the organism. Pyrifer is used to produce the fever 
and, later, mixed vaccines of colon bacilli, staphy- 
ococci, streptococci, and gonococci (Omnival). Five 
or six injections are sufficient for cure. The injec- 
tions are made intravenously in increasing doses of 
from 2 to 3 c. cm. If possible they are made during 
the stage of softening; otherwise they are preceded 
by hot applications. If fistulas are present, local 
irrigations with potassium permanganate are given. 
For resistant cases the author recommends the in- 
jection of autovaccine in addition to fever therapy. 

(HINRICHSEN). FLORENCE ANNAN CARPENTER. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Livingston, S. K.: Demineralization of the Skele- 
ton. Am. J. Surg., 1935, 27: 464. 


The author reports five cases of generalized decal- 
cification proved by therapeutic tests, biopsy, or 
autopsy to have been due, respectively, to hyper- 
parathyroidism, Paget’s disease, multiple myeloma, 
osteitis fibrosa cystica, and tumor metastases. 

Hyperparathyroidism is characterized by loss of 
calcium and phosphorus fixation with resulting fail- 
ure of retention of these elements in the bones; an 
increase in the serum calcium; calcinuria; a normal 
calcium and phosphorus content in the feces; a low 
content of phosphorus in the serum; an increase in 
the phosphorus in the urine; and an increase in the 
phosphatase in the plasma. 

The case reported by the author was that of a 
man forty-two years of age who complained of pain 
in the lumbar region and weakness of the legs. 
Roentgenograms disclosed pathological processes in 
the skull and long bones. These included widening 
of the shafts of the long bones, a mottled appearance 
of the bones with superimposed punched-out areas, 
and a compression fracture of the fourth lumbar 
vertebra. The blood calcium ranged from 29.4 to 
10.8 mgm., and the serum phosphorus from 5.0 to 
3-90 mgm., per 100 c. cm. Following deep roentgen 
therapy, roentgenograms showed marked improve- 
ment in the bone condition. The patient is now able 
to walk. 

Paget’s disease is characterized chiefly by soften- 
ing and hyperplasia of the bones. The outer table 
of the cranium undergoes a remarkable thickening 
and, in the roentgenogram, has a woolly appear- 
ance. Studies made with the patient at rest on a 
test diet show the serum calcium to be at the upper 
limits of normal, the serum phosphorus normal, the 
metabolic rate increased, calcinuria and phosphaturia 
absent, the plasma phosphatase increased, and the 
excretion of phosphorus and calcium in the feces 
normal. The onset of the condition begins in middle 
life or later. The first sign is often enlargement of the 
skull, but in some cases may be deformities of the 
tibia. In the roentgenogram the bones have a woolly 
appearance and show increased thickness. In well- 
marked cases the diagnosis can often be made merely 
by observing the attitude, gait, and deformities. 

The case of Paget’s disease reported by the author 
was that of a man forty-two years of age who com- 
plained of weakness in the lower part of the spine. 
The patient was a man of short stature with a barrel- 
shaped chest, a large cranial vault, and some bowing 
of the lower extremities. Roentgenograms disclosed 
enlargement of the cranial vault and thickening and 


mottling of the cranial and long bones. The serum 
calcium was 13.2 mgm., and the serum phosphorus 
3.5 mgm., per 100 c. cm. The basal metabolism was 
+62.9. Deep roentgen irradiation and symptomatic 
treatment were given, but the patient died. Autopsy 
confirmed the clinical diagnosis of Paget’s disease 
and showed, in addition, a pyelonephritis with mul- 
tiple abscesses in both kidneys. 

Multiple myeloma is a neoplastic disease of un- 
known causation characterized by multiple tumors 
of the bone marrow of single cell origin. Metastases 
outside the bone cavities are rare. The tumors are 
bone destroying and appear in the roentgenogram as 
multiple punched-out areas of variable size. The 
condition is of insidious onset, but progresses to a 
stage of increased and constant pain and deformity. 
The blood picture is not characteristic. Bence-Jones 
bodies appear in the urine in from 65 to 70 per cent of 
cases. The diagnosis is confirmed by biopsy. On the 
basis of the histological findings the following four 
types of the disease are recognized: (1) the multiple 
plasma cell type, (2) the multiple endothelial cell 
type, (3) the myelocytic cell type, and (4) the eryth- 
roblastic cell type. 

The author’s case of multiple myeloma was that 
of a man forty-four years of age who gave a history 
of pain in the lumbar region which had been present 
for twenty years and had finally caused him to 
become bedridden. Examination revealed a gibbus 
over the eleventh and twelfth thoracic and the first 
lumbar spines. Roentgenograms disclosed general- 
ized demineralization. The skull and long bones in 
particular showed small rounded areas of lessened 
density. The clinical diagnosis of multiple myeloma 
was confirmed at autopsy. 

The term “osteitis fibrosa cystica’’ is applied to 
a multiplicity of lesions, the most common of which 
is the solitary bone cyst found in the long bones 
of young adults. Swelling, slight deformity, and 
moderate pain may be present, but frequently at- 
tract little attention until injury or pathological 
fracture is superimposed. Three types of cysts are 
recognized: (1) solitary bone cysts occurring between 
the ages of five and fifteen years in the metaphysis 
of the upper part of the humerus, femur, or tibia, 
(2) an acute cyst of not more than six months’ 
duration situated in the shaft side of the epiphyseal 
line and containing giant cells, and (3) latent cysts. 
The latent type is best termed ‘“‘fibrocystic disease.”’ 
In some cases a parathyroid tumor is present and 
the blood shows an increase in its calcium content 
and a decrease in its phosphorus content. The his- 
tological structure of the cyst wall leads to the 
conclusion that the process is one of fibrous prolif- 
eration and new bone formation associated with re- 
pair and healing. 
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The case reported by the author resembled the 
type of bone disease called by Grulee, Apfelbach, 
and Le Master ‘‘osseomyelodysplasia.’”’ The patient 
entered the hospital complaining of generalized 
weakness and profuse sweating. Roentgen examina- 
tion revealed multiple small cystic areas in the skull, 
a localized cystic area in the middle of the shaft 
of the left humerus and at the tip of the scapula, 
and multiple cystic areas in the lower end of the 
humerus. The blood calcium ranged from 14.4 to 
12.2 mgm., and the blood phosphorus from 4.1 to 
3.82 mgm., per 100 c.cm. Histological examination 
showed replacement of bone by fibrous tissue with 
occasional giant cells and small areas of degenerating 
bone. 

Geschickter and Copeland state that metastases 
to bone have an extremely variable clinical picture 
as the number of different primary tumors respon- 
sible for such secondary deposits is large and the 
type of osseous involvement may be multiple or 
single, osteolytic, or osteoplastic. In many cases 
the clinician is unable to determine the source of 
the bone lesion definitely. 

The case of osseous metastases reported by the 
author was that of a man fifty-four years of age 
whose chief complaint was pain in the lower part 
of the back radiating to the left hip. Roentgeno- 
grams disclosed some irregularity of the lateral por- 
tion of a left rib, discrete areas of decalcification 
in the skull, and a moderate degree of demineraliza- 
tion of the bodies of the lumbar vertebrae. A diag- 
nosis of metastasis and osteo-arthritis was made. 

RoBert C. LoNERGAN, M.D. 


Giuliani, G. M.: The Influence of Vascularization 
on the Formation of Bone in Connective Tissue 
and the Formation of Cartilage (L’influenza 
della vascolarizzazione nell’ osteogenesi connettivale 
e nella formazione di cartilagine). Arch. ital. di chir.: 
1934, 38: 645. 

The author studied the effect of venous stasis and 
ischemia on bone formation in the kidney of the 
rabbit. He produced venous stasis by ligating the 
renal vein. He observed that although at first the 
kidney increased in size, it later became smaller and 
was converted into a mass of bone and connective 
tissue. The effect of venous stasis on the renal 
parenchyma was the appearance of areas of necrosis 
which first became infiltrated with calcium salts and 
later were invaded by newly formed connective 
tissues. The author believes that the connective 
tissue contained undifferentiated mesenchymal cells 
which absorbed the calcium salts and redeposited 
them in the form of bone, thereby producing an 
osseous metaplasia of the connective tissue. The 
newly fermed osseous tissue contained bone marrow 
in which there was evidence of myelopoiesis. The 
myeloid cells were also derived from the undifferen- 
tiated mesenchymal cells of the connective tissue. 

Ischemia of the kidney was produced by ligating 
the renal artery. This procedure was followed by a 
diffuse necrosis of the renal parenchyma and the 
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deposition of calcium salts in the necrotic areas. ‘| he 
remaining interstitial connective tissue proliferatcd, 
invaded the necrotic areas, and gave rise to islands 
of cartilage. By the absorption and redeposition of 
the surrounding calcium salts the cartilaginous 
tissue underwent metaplasia into bone. 

The author concludes that venous stasis favors 
the development of connective tissue ossification and 
the formation of bone marrow, and ischemia favors 
the development of cartilage which, in the presence 
of calcium salts, undergoes metaplastic ossification, 

He believes that this biological formula of the 
effect of venous stasis and ischemia explains the 
different types of ossification in the development of 
the normal skeleton and heterotopic ossifications. 

Peter A. Rost, M.1. 


Bennett, G. E., and Jones, H. A.: Tuberculosis of a 
Diaphysis: Report of a Case. Arch. Surg., 1035, 
30: 563. 

The authors report a case of fulminating dia- 
physeal tuberculosis in which the nature of the con- 
dition remained unrecognized until postmortem 
examination. The lesion occurred in the mid-shaft 
of the left femur of a colored man twenty-two years 
of age. The authors state that tuberculosis of the 
diaphysis of a long bone is exceedingly difficult to 
differentiate roentgenographically from a similar 
lesion produced by syphilis or a malignant process. 

In the case reported the usual laboratory proce- 
dures for the detection of tubercle bacilli were not 
employed as tuberculosis was not suspected. In 
addition to the tuberculosis of the left femur, the 
postmortem examination revealed tuberculous le- 


sions in the brain and lungs and other viscera. 
Norman C. Buttock, M.D. 


Telling, W. H. M.: The Clinical Importance of 
Fibrositis in General Practice. Brit. M.J., 1935. 
T: 689. 

Telling believes that when the white fibrous tissue 
of the body undergoes pathological change as the 
result of injury or infection it is always more or less 
tender to pressure or strain and that in many cases 
fibrositis is incorrectly called ‘‘muscular rheuma- 
tism,” ‘“‘neuritis,” or “growing pains of childhood.” 

He recognizes three main causes of fibrositis— 
sepsis, injury, and climatic influences—and believes 
that disease of the white fibrous tissue is often re- 
sponsible for headache, trigeminal neuralgia, certain 
vague pains in the chest and abdomen, and sciatica. 

Paut C. Cotonna, M.D. 


McMaster, P. E.: Cartilaginous Inclusions in 
Rachitic Bones and Their Possible Relationship 
to Cartilaginous Tumors. J. Bone & Joint Surg., 
1935, 17: 373- 

At autopsy on a five-year-old child who died of 
tuberculosis studies were made of the bones because 
of the history and discovery of healed rickets. Car- 
tilaginous inclusions were found in the epiphyses and 
metaphyses of the long bones and in the ribs and 
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vertebrae. ‘These were fairly numerous, but as they 
showed only faintly in the roentgenograms it is evi- 
dent that such inclusions may be easily overlooked 
in clinical roentgen studies. 

In experiments on rats in which rickets was pro- 
duced by diet and the animals were killed at various 
periods during their recovery from the disease carti- 
laginous inclusions were found in the metaphyseal, 
epiphyseal, and cortical regions. Many of them 
showed calcification, but in some there was little or 
no evidence of calcification. The author believes 
that uncalcified cartilaginous inclusions occurring 
in healed rickets may later grow to form benign 
cartilaginous tumors of bone. 

CHESTER C. Guy, M.D. 


Janas, A.: The Method of Cure of Tuberculous 
Spondylitis in the Adult (Modo di guarigione 
della spondilite tubercolare nell’adulto). Chir. d. 
organi di movimento, 1935, 19: 560. 


The author first reviews the more important dif- 
ferences in tuberculous spondylitis as it occurs in 
children and adults. He states that the lesions are of 
the following 4 types: (1) the epiphyseal type, (2) 
the superficial type, (3) the massive destructive type, 
and (4) the type with necrosis (Koenig). 

He reviews 456 cases treated conservatively at 
the Rizzoli Institute and the Orthopedic Clinic of 
Monaco. Cure was obtained in 256 (56 per cent). 
Of the latter, complete roentgenographic studies 
were made in 130 and follow-up roentgen studies in 
94 (37 per cent). Thirty-eight patients were re- 
examined roentgenographically after a year. Twenty- 
eight were followed for two years, 12 for four years, 
and 10 for from four to six years. The data for 
the 162 others are insufficient to show whether the 
condition has been only temporarily controlled or 
permanently cured. 

The author next divides the cases into groups 
according to the patients’ ages and reviews the 
results with regard to: (1) complete somatic healing, 
(2) partial somatic healing, (3) peripheral healing or 
peripheral new formation of bone, and (4) absence of 
somatic healing. 

He emphasizes the importance of roentgen exami- 
nation and presents instructive roentgenograms. 

His findings and conclusions are summarized as 
follows: 

1. The most common type of tuberculous spondy- 
litis in the adult is the epiphyseal type localized in 
the lumbar spine. The evolution of the lesion and 
its cure are slow and related to the age of onset. 

2. Each of the 4 stages of healing has a typical 
roentgen appearance. 

3. Of the 130 cases studied roentgenographically, 
32 (24.6 per cent) were in the first stage. Of the 
patients in this group, 17 were between twenty and 
thirty years of age, 8 between forty and fifty, and 4 
between fifty and sixty. The duration of the disease 
up to final anatomical cure varies with the patient’s 
age. In the reviewed cases it varied from three and 
a half to four and a half years in the cases of patients 
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between twenty and thirty years of age and from 
eight to ten years in those of patients from fifty to 
sixty years of age. In 3 of the latter the disease 
began between the ages of forty and fifty years. 

4. Somatic healing, which has hardly begun by the 
time walking is resumed, becomes gradually more 
definite, being favored by the new mechanical con- 
ditions of pressure to which the vertebral column is 
subjected in the erect position. 

5. Of 7 cases in which peripheral somatic healing 
occurred, the union was sufficient in 5. In 2 cases 
the new marginal formation of bone in the form of 
small bridges was insufficient to hold the spine. In 
the formation of these osseous stalactites the static 
and dynamic changes occurring in the spine when 
walking is resumed play an important role. 

6. Of 35 cases in which only partial healing oc- 
curred, definite consolidation of the spine was demon- 
strated in only 7. 

7. Therefore, of the 130 cases studied roentgen- 
ographically, the vertebral column was well re- 
inforced in 44 (33.8 per cent). As it is necessary to 
deduct 4- cases with persistent pain, a cure with 
good anatomical results was obtained in 40 (30 per 
cent). 

8. These findings prove that the adult body is able 
to heal tuberculous foci and to produce ankylosis of 
the spine at the site of the lesion in a third of the 
cases. This fact does not detract from the importance 
of osteosynthesis in the treatment of tuberculous 
spondylitis. However, when conservative measures 
are combined with operative procedures, care is 
necessary in estimating the relative value of each 
type of treatment. EuGENE T. Leppy, M.D. 


Ferguson, A. B., and Howorth, M. B.: Coxa Magna: 
A Condition of the Hip Related to Coxa Plana. 
J. Am. M. Ass., 1935, 104: 808. 


The authors believe that coxa magna is related to 
coxa plana and the latter is due to a nutritional dis- 
turbance of the upper femoral epiphysis from inter- 
ference with the circulation caused by sclerotic 
changes about the neck of the femur. Enlargement 
of the femoral head and neck may result when the 
sclerotic changes are not sufficient to cause coxa 
plana. 

The clinical signs of coxa magna resemble those 
of coxa plana. In all of the thirteen cases reviewed 
by the authors there was definite or suggestive evi- 
dence of infection. Trauma did not play an impor- 
tant part, but may have aggravated the symptoms. 
Roentgenographic examination disclosed broadening 
of the femoral head and neck varying from 4% to %& 
in. The cartilaginous joint space was wide in four 
cases, normal in seven, and thin in two. The capsule 
appeared to be distended in six. The broadening of 
the head and neck tended to increase for a varying 
time, while the other changes tended to disappear. 

Exploration was done in seven cases. The bone 
and cartilage were found essentially normal. The 
outstanding feature was thickening of the tissues 
around the femoral neck and of the synovial mem- 
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brane and the capsule. The examination revealed 
also congestion and sclerosis of the soft tissues, small 
areas of mononuclear infiltration, and thick-walled 
vessels. 

The diagnosis of coxa magna is made when a hip 
presents the clinical features of a mild, acute, or 
subacute arthritis similar to those of coxa plana or 
the preslipping stage of slipping epiphysis but on 
roentgenographic examination shows enlargement 
of the femoral head and neck without the changes 
characteristic of the latter conditions. 

The symptoms and physical signs of coxa magna 
tend to improve with rest. If no treatment is given, 
they tend to run a long course with eventual im- 
provement. The authors recommend rest in bed 
without immobilization, treatment of focal infec- 
tions, and exploration when it is necessary to rule 
out tuberculosis. Ropert C. Lonercan, M.D. 


Lapasset and Cahuzac: Congenital Absence of the 
Fibula (Absence congénitale du péroné). Rev. 
d’orthop., 1935, 42: 110. 

Lapasset and Cahuzac state that congenital ab- 
sence of the fibula is one of the most frequent mal- 
formations. In a review of the literature they found 
the records of 295 cases, and they have observed 
several cases in their own clinic at Toulouse. 

In the most interesting of the authors’ cases— 
that of a boy nine years old—the right foot was in 
external rotation and valgus with its sole turned 
backward and outward and had only four toes, while 
the left foot was in a position of internal rotation 
and varus and had only three toes. The right leg 
was several inches shorter than the left. The child 
was able to walk considerable distances, but on 
walking, the body was inclined markedly to the 
right. Roentgen examination showed total absence 
of the fibula on both sides; marked angulation and 
thickening of the right tibia; absence of the astrag- 
alus in the right foot; atrophy of the astragalus in 
the left foot; and absence of the internal malleolus 
on the left side. 

Of the cases found by the authors in the literature, 
the fibula was absent on both sides in about one- 
third. In two-thirds, the bone was entirely absent. 
In the others, only a portion of the bone was lack- 
ing. In most cases the tibia was deformed and short- 
ened. In none of the reports in the literature was 
there a record of absence or atrophy of the internal 
malleolus. 

Of the various deformities of the foot associated 
with congenital absence of the fibula, the most com- 
mon are absence of the astragalus and absence of 
one or more toes. Of other malformations which 
may be associated with the condition, the most com- 
mon is a similar deformity of the upper extremities. 

There is usually no evidence of a hereditary factor 
in the causation of the deformity. In the authors’ 
case the family history was entirely negative. While 
such congenital deformities are usually attributed 
to arrested development of the fetus, their essential 
cause remains a matter of speculation. 
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In the authors’ case treatment was not attempted 
as the patient’s family did not desire it. The authors 
are of the opinion that when the child’s growth is 
complete a cuneiform osteotomy should be done on 
the right tibia and followed by tibiotarsal arthrodesis 
with fixation of the foot in equinus. This procedure 
would throw the weight on the forward part of the 
foot to compensate for the shortening of the leg. 

In general, the treatment indicated in cases of 
congenital absence of the fibula depends upon the 
degree of the deformity. In some cases without 
malformation of the tibia, the use of orthopedic 
apparatus is sufficient to hold the foot in good posi- 
tion. In others, a bone-grafting operation or arthro- 
desis may be indicated. In cases with marked angu- 
lation of the tibia, osteotomy with a supplementary 
procedure such as that suggested for the authors’ 
case is necessary. ALICE M. Meyers 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hohmann, G.: The Treatment of Traumatic Flail 
Knee (Zur Behandlung des traumatischen Schlot- 
terknies). Zentralbl. f. Chir., 1935, p. 145. 

On the basis of the cause, two types of flail knee 
may be recognized: the flail knee due to injury of the 
soft parts, and the flail knee due to injury of the 
bony structures of the joint. Of the first type is the 
flail knee due to meniscus injuries, especially the flail 
knee following operation—whether due to weakness 
of the vastus medialis muscle caused by the widely 
exposing S-incision of Payr or duetoinjury of the inter- 
nal lateral ligament caused by a transverse incision. 

A young man treated for locking of the knee joint 
by an operation performed through an S-incision 
gradually developed a marked flail knee with uncer- 
tainty of the gait and frequent joint effusions. Dis- 
tinct atrophy of the vastus medialis muscle in- 
dicated injury of this tensor of the capsule. The 
superficial parts of the muscle were mobilized by 
partly separating them from the knee-joint capsule 
and the lower layers. A distally pedunculated three- 
cornered flap was then formed from the lateral 
fibrous capsule, and the upper muscular flap and the 
lower capsular flap were sutured together under 
great tension. In this manner great tension of the 
medial capsule and its interwoven medial ligament 
was produced and the flail knee corrected. 

As an example of the second type of flail knee the 
author cites a case in which, after avulsion of the 
femoral condyles apparently in the epiphyseal line, 
flail knee developed as the result of healing of the 
lower short fragment in a varus and recurvate 
position. By means of osteotomy at the site of the 
injury, replacement of the displaced bone fragment, 
and shortening of the stretched lateral ligament with 
silk sutures, the relaxation of the ligaments was cor- 
rected and good closure of the joint was obtained. 
The principles were those followed by Lexer in the 
treatment of flail knock knee and genu recurvatum 

(A. BRUNNER). MATuHtAs J. SEIFERT, M.D. 





ted 
lors 
h is 
> on 
lesis 
lure 
the 


Ss ol 

the 
lout 
edic 
) )Si- 
hro- 
ngu- 
tary 
lors’ 


RS 


Flail 
hlot- 


knee 
f the 
' the 
s the 
> flail 
“Tess 
idely 
nter- 
sion. 
joint 
ision 
ncer- 
Dis- 
e in- 
The 
d by 
psule 
hree- 
teral 
d the 
inder 
f the 
ment 


e the 
f the 
| line, 
nf the 
rvate 
of the 
ment, 
t with 
1s cor- 
ained. 
in the 
atum 
1.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 169 


Grigorescu, I., and Vasiliu, A.: The Surgical Treat- 
ment of Benign Tumors of the Knee Joint by 
Juvara’s Operation (Die chirurgische Behandlung 
der benignen Tumoren des Kniegelenks mittels der 
Juvaraschen Operation). Beitr. z. klin. Chir., 1934, 
160: 575. 


The authors report the cases of five patients with 
giant-cell sarcoma (‘‘giant-cell sarcoids” according 
to Konjetzny) of the knee joint, four of whom were 
treated by extirpation of the tumor and bone 
transplantation by the method of Juvara and kept 
under observation for a number of years. As it was 
feared that the excision of a specimen for biopsy 
might cause dissemination of the tumor cells, the 
diagnosis was based entirely on the typical roentgen 
picture. 

The first case was that of a girl twenty-one years 
old who had a large cystic bone sarcoma of the 
proximal end of the right tibia. Four years after the 
operation a pseudarthrosis developed between the 
distal end of the femur and the proximal end of the 
new tibia formed by a transplant from the femur. 
After its resection, rapid ossification took place and 
the roentgenogram soon showed the picture observed 
after resection of the knee. 

The second case was that of a woman twenty-four 
years old who had a club-shaped tumor of the lower 
end of the femur. Two years after resection and 
transplantation, operation became necessary for a 
pseudarthrosis. Five years after the second opera- 
tion the condition was as good as in the first case 
and the patient was able to walk almost without 
limping. 

The third case was that of a girl seventeen years 
old who had a tumor the size of an apple in the 
proximal end of the left tibia. At first the patient 
refused resection. Later, amputation was _per- 
formed by another surgeon. Pain developed in the 
amputation stump. 

The fourth case was that of a very corpulent 
woman with a chondroma the size of an apple in the 
proximal end of the tibia. Two and a half months 
after operation a sequestrum separated from the 
medial surface of the bone transplant, but four years 
after the operation there was complete union of the 
transplant with the tibia and femur. 

The fifth case was that of a girl eighteen years old 
who had a pear-shaped cystic giant-cell sarcoma the 
size of a child’s head in the lower end of the right 
femur. The tumor was removed and the defect 
filled with bone from the tibia. A roentgenogram 
taken two years later showed bony union of the 
transplant. 

The operative technique varies according to 
whether the tumor involves the distal femoral or the 
proximal tibial epiphysis. The authors therefore 
designate the operations as Operation A and Opera- 
tion B. Operation A, performed under lumbar 
anesthesia, consists of extirpation of the distal end 
of the femur and immediate transplantation of a 
spicule of bone from the same side of the tibia. In 
Operation B, the bones are treated in the reverse 


manner. Both methods are described in detail and 
shown by illustrations. 
The after-treatment consists in the application of 
a plaster dressing which is left on for five or six 
months. At the end of that time the patient may 
walk with crutches and with the leg in a leather 
case. Complete healing cannot be expected before 
three or four years. 
(KEMPF). 


CLARENCE C. REED, M.D. 


FRACTURES AND DISLOCATIONS 


Hey Groves, E. W.: Organization of the Treatment 
of Fractures. Brit. M.J., 1935, 1: 813. 


The author compares the results obtained in cases 
of fracture treated in organized clinics with those 
obtained in similar cases treated elsewhere. He 
states that in cases with no unity of control, no con- 
tinuity of treatment, and no “follow-up,” the aver- 
age period of disability is three times as long and the 
incidence of permanent disability is thirty-seven 
times as high as in well treated cases. In Manchester 
and Liverpool complete fracture services have been 
established. He cites illustrative cases of: (1) failure 
due to lack of supervision; (2) failure due to error in 
the primary treatment; and (3) failure due to divided 
responsibility. He urges that the scheme for an 
organized fracture clinic proposed by the Fracture 
Committee of the British Medical Association be 
adopted more generally. He believes that it would 
pay the insurance companies to finance such clinics. 

BARBARA B. Stimson, M.D. 


Ruhl, J.: Follow-Up Investigations Regarding the 
Injurious Effect on Bones of Buried Large 
Metal Bodies Used in the Treatment of Frac- 
tures (Nachuntersuchungen auf schaedigende Wirk- 
ung in den Knochen versenkter grosser Metall- 
koerper bei Knochenbruechen). Arch. f. orthop. 
Chir., 1934, 34: 615. 


In Germany the old dispute regarding the intro- 
duction of metal in the treatment of fractures still 
persists, while in America, England, France, and 
Belgium this procedure is not feared. Boehler stated 
that he was definitely opposed to buried metal be- 
cause, of 274 fractures treated by Lane’s method, 
osteitis developed in 35 per cent and pseudarthrosis 
in 7 per cent (Dahl-Iversen). However, he failed to 
mention the fact that in 53 per cent the osteitis 
completely disappeared within four months after 
removal of the plate, in 80 per cent in the first year, 
and in the remaining 20 per cent in from one to 
three years. Kirschner, Magnus, Fohl, E. W. Lexer, 
Bonn, and Mueller also disagree with Koenig, 
Frisch, Lauer, Gerlach, Schaefer, and Muehsam. 

Ruhl made a follow-up investigation in cases 
treated from six to eleven years previously. In 18 
cases Lane plates were applied. Only 10 of the 
patients returned for re-examination, but fortu- 
nately these were good subjects for such a study. 
Ruhl does not state whether, in the cases of the 8 
others, the fate of the plate was reported in written 
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communications. Nine cases are reported in detail 
with roentgenograms. Ruhl states that, in his 
opinion, Lane’s method is the method of choice for 
certain fractures, it is to be recommended for fore- 
arm fractures, and it is suitable for children and 
other young persons. 

If suppuration occurs or a fistula forms, removal 
of the plates is, of course, necessary. After from 
eight to ten weeks this can usually be done without 
endangering consolidation. In 1 of the cases fol- 
lowed up by Ruhl a late fistula was formed. In the 
lower leg removal of the plate comes up for considera- 
tion earlier because the position is close under the 
skin. The plates must always be large. The screws 
should be of rustless Krupp steel. They should go 
through both cortices and should have threads up to 
their heads. Their projection beyond the opposite 
cortex usually does no harm as sooner or later callus 
will grow around the projecting part as it does over 
the plate. In the period from 1925 to 1930 no 
pseudarthroses were seen at the Koenig Clinic. 
Serial roentgenograms show that the fracture line 
as well as the absorption often remain visible for a 
long time, even for many years. Ultimately sclerosis 
occurs and as a rule, especially in young persons, is 
followed by complete restoration with a medullary 
cavity. (FRANZ). BARBARA B. Stimson, M.D. 


Heyl, J. H.: Fracture of the External Condyle of the 
Humerus in Children. Ann. Surg., 1935, 101: 
10090. 


Heyl states that epiphyseal separations of the 
external condyle of the humerus of slight degree are 
relatively common, but complete separation with 
rotation of the fragments is unusual. He reports five 
cases of complete separation which were seen at St. 
Mary’s Hospital for Children, New York, during the 
last eight years. The case histories are preceded by 
a general discussion of fractures of this type. In a 
review of the literature Heyl found that, of the total 
number of reputed fractures of the external condyle, 
complete separation of the lower fragment occurred 
in only a small percentage. Cases of the latter type 
usually present a deformity similar to that described 
by Morris Smith. The fixed point of the attachment 
of the lower fragment is through the external lateral 
ligament to the radius below. In the typical case the 
fractured surface is turned outward so that it is sub- 
cutaneous, while the articular surface of the capi- 
tellum is directed toward the fractured surface of 
the shaft. If the displacement is not corrected, 
valgus deformity may result and may cause serious 
functional disturbances, sometimes even injury of 
the ulnar nerve. The diagnosis is not difficult. 

Heyl believes that open reduction should be 
attempted when closed reduction is not successful. 
He states that while excision of the displaced epiph- 
ysis may give good results in some cases, it may 
also result in frightful deformity. Excision in the 
cases of children should be discouraged, even in late 
cases. If it is ever justified in the cases of children 
it should be done only near the end of the period of 
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growth. Replacement of the fragment should be 
done as soon after the injury as possible. After the 
operation the forearm should be maintained in acute 
flexion for two weeks. At the end of that time active 
motion should be started. A good immediate result 
may end in valgus deformity because of failure of 
growth. Even in these cases, however, the deformity 
will be much less than in cases treated by excision 

Of the five cases reviewed by the author, four 
were treated by open reduction and in one excision 
of the fragment was done. 

The article is supplemented by photographs and 
roentgenograms. BARBARA B. Stimson, M.D. 


Leveuf, J., and Godard, H.: Open Reduction of 
Supracondylar Fractures of the Humerus in 
Children (La réduction sanglante des fractures 
supra-condyliennes de l’humérus chez l'enfant 
J. de chir., 1935, 45: 358. 

Supracondylar fractures in children are frequently 
very difficult to reduce. Wire traction through the 
ulna gives excellent results, but requires careful 
supervision and frequent bedside roentgen examina- 
tions to control the position. Open reduction can 
give very satisfactory results although it has met 
with considerable opposition. 

The authors describe their operative technique 
They make a lateral incision directly over the lateral 
epicondyle and extend it behind the supinato 
longus to the fracture site. The radial nerve is at 
the upper end of the incision and can be isolated for 
greater security. The upper fragment is freed and 
pulled into the wound with a Lambotte hook and the 
fractured surface carefully cleaned off. As the lower 
fragment is difficult to control, the authors transfix 
it with the square point tool of Ombrédanne from 
the lower external surface to the center of the broken 
surface. It can then be forced into place, the instru- 
ment driven into the upper fragment, and a tibial 
graft placed into the defect so made. The grait 
measures 4 mm. by 5 or 6 cm. The aponeurosis and 
skin are then sutured and a splint is applied. Mo- 
tion may be begun on the fifth or sixth day, but 
maintenance of the splint for two weeks give: 
greater security. 

As the authors have so far followed no cases be 
yond a year, the question of interference with the 
external articular cartilage by this operation is not 
yet answered. BARBARA B. Stimson, M.D. 


Hein, B. J.: Fractures of the Forearm. An Analysis 
of 415 Cases with Special Reference to Dis- 
abilities. J. Bone & Joint Surg., 1935, 17: 272. 

The author reviews 415 fractures of the forearm 
with regard to the anatomical and functional end- 
results and the time lost. Sixty-six and seven-tenths 
per cent of the fractures occurred in the lower thirc 
of the forearm, 14.7 per cent in the middle third, anc 

18.5 per cent in the upper third. The treatment 

usually consisted of reduction and retention b) 

plaster or coaptation splints followed by baking. 

massage, and motion begun as early as was consist- 





d be 
r the 
acute 
Ctive 
esult 
re of 
mity 
ision 

four 


cision 


Ss and 
i>. 


on of 
us in 
ctures 
fant). 


lently 
h the 
areful 
mina- 
n can 
S met 


nique 
ateral 
inator 
» is at 
ed for 
d and 
nd the 
lower 
ransfix 
> from 
yroken 
instru- 
tibial 
» graft 
sis and 

Mo- 
y, but 


gives 


ses be 
th the 
is not 
M.D. 


nalysis 
o Dis- 
272. 

orearm 
al end- 
-tenths 
r third 
rd, and 
atment 
ion by 


baking, 


consist- 


SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 171 


ent with good results. Tracings from roentgeno- 
grams, short case histories, and many tables are 
included in the article. 

thirty-eight (9 per cent) of the cases were treated 
by operation. In 15 of these, resection of the radial 
head was done. Good results were obtained in 87 
per cent of the surgically treated cases. 

Nerve injury was found in only 1 case. This was 
a case of fracture of the upper third of both bones 
with injury to the median nerve due to extensive 
loss of the soft parts. There were no cases of Volk- 
mann’s ischemic paralysis. 

The author concludes that fractures of the fore- 
arm usually heal well. The time lost varies with the 
location and nature of the fracture, the presence or 
absence of complications, and the patient’s occupa- 
tion and age. Of the cases reviewed, the period of 
disability was longest in those of fracture of both 
bones in the middle, upper, and lower thirds, those 
of fracture of the middle third of the radius, those 
of fracture of the middle third of the ulna, and those 
in which late resection of the head of the radius was 
done. In fractures in the lower third of the forearm, 
especially Colles’ fractures without comminution, 
healing occurs rapidly with good results. Fractures 
in the middle third present more of a problem, as 
shown by poor results and longer periods of dis- 
ability. Fractures in the upper third involve chiefly 
the olecranon and head of the radius. In fractures 
of the olecranon surgery gives excellent results. In 
fractures of the head of the radius without displace- 
ment conservative treatment gives good results, 
whereas in those with displacement, the best results 
are obtained by early resection. 

BARBARA B. Stimson, M.D. 


Agrifoglio, M.: Isolated Fracture of the Odontoid 
Process of the Axis (Le fratture isolate dell’apofisi 
odontoidea dell’epistrofeo). Chir. d. organi di 
movimento, 1935, 19: 577. 

Traumatic lesions involving the first two cervical 
vertebra have not been reported very frequently, but 
since the use of roentgenography a greater number 
have been described than previously. The literature 
contains statistics on fracture of the odontoid process 
accompanied by luxation of the atlas, but scarcely 
any mention of uncomplicated fractures of the 
odontoid. ‘ 

The author reports a case of isolated fracture of 
the odontoid process of the axis in a woman fifty- 
two years of age who fell and hit the ground on the 
tight side of her head and neck. After the accident 
the patient resumed her work, but three days later 
she became dizzy and fell again, hitting the back of 
her head. Shortly thereafter she found movement 
of the head almost impossible because of extreme 
pain in the neck. After a few days, during which 
time she remained in bed, she consulted a physician. 
The physician first applied a salve. When this failed 
to relieve the pain, he immobilized the neck in a 
plaster-of-Paris cast for twenty days. On removal 
of the cast the pain in the neck recurred. The pa- 


tient then reported at the author’s clinic. She held 
her head rigid in mild extension. 

Examination revealed rigidity of the neck and 
shoulders with contracture of the sternocleidomas- 
toid muscles, tenderness on pressure over the second 
cervical spinous process, and notable limitation of 
the movements of the head. Pressure on the poste- 
rior pharyngeal wall disclosed nothing abnormal 
except markedly increased pain. When the patient 
changed from the lying to the sitting position or 
vice versa she supported her head in her hands. 
Roentgenograms revealed a fracture of the odontoid 
without displacement. A plaster collar was applied 
and left on for a period of three months. Thirty 
days after removal of the collar, movements of the 
neck and shoulders were much less painful than 
before. 

The author states that such fractures are most 
common in men between twenty and fifty years of 
age. He believes that while they may be caused by 
direct trauma, they are usually produced by in- 
direct violence. The pain is not well localized. Fre- 
quently it radiates to the back. The head is usually 
held normally, but sometimes is inclined to one side. 
Some patients hold the head with their hands, espe- 
cially when changing position. This may be a very 
important sign. In some cases there is difficulty in 
swallowing which is probably due to a hematoma 
in the posterior wall of the pharynx. Roentgen ex- 
amination should include an anteroposterior view 
through the open mouth and a lateral view. 

In only two of the reported cases was there defi- 
nite evidence of bony healing. In the majority of 
cases healing occurs by fibrous union. The prognosis 
is regarded as good if the condition is properly 
treated. The treatment indicated is the application 
of a plaster support for a number of months. The 
author emphasizes the importance of adequate and 
sufficiently prolonged immobilization. 

BARBARA B. Stimson, M.D. 


Jahss, S. A.: Injuries Involving the Ilium. A New 
Treatment. J. Bone & Joint Surg., 1935, 17: 338. 
The author describes his method of reducing frac- 
tures of the pubis, separation of the symphysis 
pubis, and central fractures of the acetabulum by 
means of turnbuckles fastened between two leg 
plaster casts. The casts, properly padded, extend 
from the groin to the toes. Incorporated in them are 
the receptors for the turnbuckles, one set near the 
groin and one at the lower part of the legs. The 
greatest depth of the turnbuckle is exactly opposite 
the direction of the force. When the proximal turn- 
buckle is used as a fulcrum, closure of the distal 
turnbuckle exerts force directed outward on the 
pelvis. When the direction of the pull of the turn- 
buckles is reversed, the force on the pelvis is re- 
versed. 
The author has used the described method in two 
cases and on two specimens in the dissecting room. 
The article contains roentgenograms and dia- 
grams. BARBARA B. Stimson, M.D. 
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MacAusland, A. R.: Separation of the Capital 
Femoral Epiphysis. J. Bone & Joint Surg., 1935, 
17: 353- 

The author reviews forty-five cases of separation 
of the upper femoral epiphysis seen in his clinic dur- 
ing the last twenty-two years. Twenty-one of the 
patients gave a history of injury. The mild cases 
were treated by the application of a flannel bandage 
or leather spica. Cases with slight or moderate dis- 
placement and recent cases with severe displacement 
due to trauma were treated by the Whitman method 
of reduction and immobilization in plaster. 

MacAusland states that the reduction may be 
determined accurately by use of the curved cassette 
giving vertical views of the femoral neck. He be- 
lieves that six months is required for firm union to 
take place and that the spica should be worn during 
that period with weight bearing. Advanced cases 
require open reduction. Longstanding cases with 
coxa vara may require osteotomy. 

In twenty-five of the twenty-nine reviewed which 
were treated by the Whitman method the patients 
were followed for from one to fourteen years after 
the treatment. In twenty (80 per cent), the results 
were excellent or good; in two (8 per cent) they were 
fair; and in three (12 per cent) they were poor. Of 
the eight patients treated by open reduction, only 
five could be traced. Of the latter, one had an ex- 
cellent result, one a good result, and three a poor 
result. The cases are summarized in tables and the 
case histories supplemented with roentgenograms. 

The author concludes that successful results from 
closed reduction depend upon: (1) early institution 


of the treatment; (2) complete reduction; and (3) 
active treatment for a sufficiently long period. 
BARBARA B. Stimson, M.D. 


Conn, H. R.: The Treatment of Fractures of the 
Os Calcis. J. Bone & Joint Surg., 1935, 17: 392. 

The author presents a study of seventy-two frac- 
tures of the os calcis of the “‘squash” type with 
disruption of the tuber angle and lateral expansion 
of the tuberosity. In all of the twenty-six old cases 
there was pronation of the heels with planus of the 
long arches, valgus of the forefoot, and persistent 
disabling pain. Thirty-nine fresh and old fractures 
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were treated by subastragalar arthrodesis; five fresh 
fractures, by combined lateral compression and 
skeletal traction; fourteen fresh fractures, by lateral 
compression and skeletal traction followed after jive 
weeks by subastragalar, astragaloscaphoid, and 
calcaneocuboid fusion; and six old fractures by 
triple fusion only. Five patients with eight lesiv 
refused treatment. 

While exact conclusions are believed to be impos- 
sible because of the influence of present economic 
conditions on the patients’ estimates of their <is- 
abilities, the author believes that simple subastrag- 
alar arthrodesis failed to yield satisfactory results in 
at least one-third of the fresh fractures and one-half 
of the old fractures. Failure of fusion was found 
about equal in the satisfactory and the unsatisfac- 
tory results. As it was attributed chiefly to upward 
displacement or shortening of the tuberosity, lateral 
compression with skeletal traction was instituted in 
five cases. However, the latter yielded only inditier- 
ent results. On exploration six weeks after the in- 
jury, marked erosion and roughening of the articular 
cartilage were found. Anatomical studies showed 
that depression of the sustentaculum tali permits 
subluxation of the astragaloscaphoid and calcaneo- 
cuboid joints. Therefore triple fusions are necessary 
to eliminate the serious mid-tarsal joint distortion 
The author discusses the anatomical principles in 
detail. He believes that positive restoration of the 
normal contour of the foot and permanent preserva- 
tion of the long arch are accomplished by triple 
fusion. He describes his traction apparatus for cor- 
rection of the upward displacement and shortening 
of the os calcis. The pins are inserted usually from 
two to four days after the injury, the position is 
corrected by manipulation and traction, and a well- 
padded plaster cast incorporating the pins is then 
applied. The cast and pins are left in place for four 
weeks. At the end of that time they are removed 
and a week or so later the triple fusion is done. 
Weight-bearing is usually allowed eight weeks aiter 
the second operation. Of nineteen fresh fractures 
treated in this manner, excellent results were ob- 
tained in all but two. Of six old fractures in which 
triple fusion was done, the results were good in all 
but one. BarBaRA B. Stimson M D 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


De Takats, G.: Peripheral Vascular Disease. J. Am. 
M. Ass., 1935, 104: 1463. 

The author believes that thousands of persons 
with progressive interference with their peripheral 
circulation are either entirely unconscious or only 
mildly conscious of the condition. Their feet may 
be pulseless but still in a state of compensation. In 
such cases the margin of safety is minimal. ‘‘ Rheu- 
matic” pains come and go with changes in the 
weather, mechanical stress, or emotional disturb- 
ances. An occasional numbness or tingling is disre- 
garded. In the usual routine physical examination 
the state of the peripheral circulation is disregarded 
as the pedal pulses are seldom palpated. A sudden 
increase in the interference with the peripheral blood 
flow is usually an aggravation of a chronic progres- 
sive arterial obstruction that might have been pre- 
dicted if a careful examination had been made. As 
arule the general practitioner sees such cases first. 

The author reviews the different methods of 
examination for determining the state of the periph- 
eral blood vessels. Examination of the peripheral 
pulse, the determination of the skin temperature, 
and the study of changes of color with posture may 
be done by any general practitioner without elabo- 
rate equipment. The author discusses the signifi- 
cance of changes found by these examinations. In 
the study of patients with manifest or suspected 
vascular disease, the cutaneous histamine reaction 
may be of aid in determining the lowest level of safe 
amputation after the development of frank gan- 
grene. During a course of conservative treatment, 
the histamine reaction may be of aid in determining 
improvement in the collateral circulation. 

A great deal of information about the peripheral 
blood vessels may be gained by the use of the ordi- 
nary blood-pressure apparatus. The oscillometer is 
far more satisfactory, however, as it shows the Jevel 
of vascular obstruction, the intensity of myocardial 
contractions, and the degree of elasticity of the 
vessel walls. The test recently described by Landis 
and Gibbon, in which a reflex dilatation of the ves- 
sels of the lower extremities is produced by applying 
heat to the skin of the upper extremities, not only 
reveals the element of spasm in a given case, but is 
of prognostic value as it measures the available 
collaterals. 

After dividing peripheral vascular lesions into 
organic and functional groups the author briefly dis- 
cusses the chief principles in their treatment. In 
the organic group the congenital anomalies, which 
mostly take the form of multiple arteriovenous 
istulas, are to be treated surgically if they can be 
approached. Traumatic lesions of arteries produce 


thrombosis, expulsive hemorrhage, or aneurism. 
Their management is purely surgical. Non-me- 
chanical injuries caused by cold, heat, lead, arsenic, 
radium, X-rays, and electricity always produce the 
same reaction in the vessel wall, namely, a prolifera- 
tion of the intima, subintimal cushions of granu- 
lated tissue, stenosis, and, finally, thrombosis of the 
artery. The treatment of all such injuries is highly 
conservative. The vessel spasm that occurs as the 
result of direct or reflex stimulation of the arterial 
musculature seems to be relieved best by large doses 
of theobromine sodium acetate. Collateral circula- 
tion is encouraged by heat and the use of intermit- 
tent negative pressure. 

In the infectious group of organic lesions the 
administration of triple typhoid vaccine, strongly 
advocated for Buerger’s disease, has been the method 
of choice in the author’s clinic. Because of the in- 
creased viscosity of the blood, a water intake of from 
3 to4 qt. should be maintained. The author has been 
influenced against performing sympathectomies in 
Buerger’s disease, first, because it is a generalized 
vascular infection, second, because the extremity 
uninvolved at the time of sympathectomy is not 
protected from later extension and progress of the 
vascular occlusion, and third, because the end- 
results are not strikingly different from those ob- 
tained by conservative measures. 

The most frequent peripheral vascular disease is 
a narrowing or occlusion of peripheral arteries due 
to atheromatous plaques of the intima or calcifica- 
tion of the media. This occurs usually in old persons, 
but occasionally in adolescents, particularly if they 
are diabetic. The treatment must include the use 
of vasodilators, sedatives, and reasonable physical 
measures. According to the author’s experience 
the alternating negative and positive pressure treat- 
ment is effective providing the action of the heart is 
adequate and the main arterial channels are suffi- 
ciently patent to permit suction into the ischemic 
areas below the knee. 

In the opinion of the author, Raynaud’s disease 
is a primary vessel spasm with an increased sus- 
ceptibility to local stimulation but probably still of 
central origin. When no other primary cause is 
found and interruption of sympathetic vasocon- 
striction by nerve block or reflex heat relieves the 
spasm and is capable of producing vasodilatation, a 
sympathetic denervation of the affected part must 
be considered. 

When analyzed, failures of sympathectomy may 
be found due to: (1) mistaken indications, (2) in- 
sufficient technique, and (3) partial regeneration or 
neuroma formation. The sympathetic trunks re- 
generate very rapidly unless their trophic ganglion 
also is removed. Hence the importance of removing 
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long segments together with the ganglions and of 
applying alcohol or silver clips to the stumps. 
HERBERT F. TuHurston, M.D. 


Frieh, P., and Lévy, A.: Some Aneurismographs 
with Thorotrast (Quelques anévrysmographies au 
thorotrast). Lyon chir., 1935, 32: 169. 


The authors report six cases in which roentgen 
visualization of an aneurism was rendered possible 
by the injection of thorotrast and cite a previous 
report on this procedure by Reynaldo dos Santos. 
They do not describe their technique. 

The method will show the form and position of the 
aneurism, the thickness of its wall, the extent of the 
collateral circulation, the condition of the main 
arterial trunk, and any other aneurisms that may be 
present. It is of value also in cases of pulsating 
hematoma. The information gained is of consider- 
able aid in determining the character and extent of 
the treatment indicated. It is clear that if the 
aneurism is of the fusiform type, excision will 
probably be necessary, whereas if it is of the saccular 
type, aneurismorrhaphy may be considered. Of 
special importance is the evidence of other aneurisms 
or of atheromatous disease of the main arterial 
trunk, which cannot be determined satisfactorily by 
any other pre-operative study. The article contains 
a number of arteriographs. 

Max M. ZINNINGER, M.D. 


Naulleau, J., and Contiades, X. J.: Indications for 
Arteriography in the Study of Arteritis (Indica- 
tions de l’artériographie dans |’étude des artérites). 
Rev. de chir., 1935, 54: 212. 

The choice of the contrast medium for arteri- 
ography is most important. To be satisfactory, the 
medium must mix intimately with the blood and 
must be sufficiently opaque to produce a homogene- 
ous and distinct vascular shadow. It must be fluid 
enough to be injected rapidly with a fine caliber 
needle and without causing obliteration of the 
arteriocapillary bed. It must be non-toxic both 
locally and generally, causing no reaction in the 
arterial wall and no changes such as coagulation or 
hemolysis in the blood stream. It must not produce 
vasomotor reactions leading to arterial spasm, and 
it must not be caustic when it is accidentally injected 
into the periarterial tissues. It must be sterile. 

While an ideal contrast medium has not yet been 
found, some of the various compounds which have 
been tried approach it. 

The authors review the history of the development 
of arteriography, beginning with the introduction of 
lipiodol in 1923. Lipiodol was soon discarded be- 
cause it was not miscible with blood and it tended to 
form emboli which led to errors in the interpretation 
of the roentgenograms. Halogen salts were tried 
next, but most of them were found to be toxic either 
locally or generally. Organic iodine compounds 
such as uroselectan have proved unsatisfactory be- 
cause their injection causes pain, tends to aggravate 
ischemia, and frequently produces arterial spasm. 
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The medium found most satisfactory at the pres- 
ent time is thorium dioxide or thorotrast which was 
originally used for hepatosplenography. However, 
this substance has 2 very definite disadvantages. It 
is eliminated very slowly, being fixed by the reticulo- 
endothelial system, and it is slightly radio-active, 
While the dangers of these two disadvantages are 
chiefly theoretical, the authors believe that arteri- 
ography should be reserved for cases in which it will 
contribute information warranting the risk of the 
examination. By such study obliteration of the 
lumina of the principal vessels has been satisfactorily 
demonstrated. Accurate demonstration of collateral 
circulation and of the arteriocapillary network has 
been less successful. 

The authors discuss the clinical value of arteri- 
ography in detail and compare the findings of the 
procedure with those obtained with the Pachon 
oscillometer and other methods of vascular study. 

The contra-indications to arteriography are renal 
and hepatic insufficiency, septicemia, and gangrene 
in which high amputation is generally necessary 

Arteriography may be of value in the cases of 
young subjects in which the optimum site for am- 
putation is difficult to determine, and in cases with- 
out gangrene in which more information is desired 
regarding the type, site, and extent of an obstruction 
and the collateral circulation. 

NatTHAN A. Womack, M.D. 


Pazzagli, R.: Arterial Embolectomy (Sull’embolec- 
tomia arteriosa). Clin. chir., 1935, 11:49. 


The surgical problem presented by suturing of the 
blood vessels has reached its practical solution only 
comparatively recently. As embolectomy is entirely 
dependent upon the successful accomplishment of 
arteriorrhaphy, it has developed pari passu with 
the latter. The author reviews the history of 
embolectomy and reports two cases in which this 
operation was performed in his own clinic. He 
stresses the importance of early diagnosis of embo- 
lism and immediate operative removal of the em- 
bolus. He then presents a rather extensive discussion 
of the etiology, pathogenesis, symptoms, diagnosis, 
and prognosis of embolism, and the technique of 
embolectomy. He states that the indications for 
embolectomy must be considered carefully, as per- 
sons developing embolism are usually those afflicted 
with cardiac disease associated with arteriosclerosis 
and are poor operative risks. Mont R. Rem, M.D. 


BLOOD; TRANSFUSION 


Marriott, H. L., and Kekwick, A.: Continuous Drip 
Blood Transfusion. Lancet, 1935, 228: 977. 


The authors believe that blood transfusion is not 
being utilized to its fullest extent to-day as the 
quantities of blood generally administered are small. 
They point out that the average transfusion of 500 
c.cm. of blood to an adult raises the hemoglobin by 
only 8 or 9 per cent. Therefore if anemia is to be 
overcome effectively, the administration of much 
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larger quantities is necessary. The authors accom- 
plish this readily by the slow continuous drip 
method. 

In the first part of this article they describe a 
simple apparatus which they have devised and the 
technique of the methods employed by them in 
transfusion. The transfusion is continued until the 
hemoglobin reaches the desired level, as determined 
by periodic hemoglobin examinations. As many 
donors as necessary are used. A 3.8 per cent citrate 
solution is employed as the anticoagulant. 

To date, the authors have performed 17 large 
transfusions without difficulty. One hundred donors 
were used to supply a total of 60,710 c.cm. of blood. 
The average rate of flow was 133 c.cm. per hour or 
1 liter in seven and one half hours. The largest 
amount given to one individual was 5,620 c.cm. of 
blood plus 1000 c.cm. of citrate, and the smallest, 
2,200 c.cm. of blood plus 400 c.cm. of citrate. The 
results in these cases have been striking as the 
hemoglobin was raised to the desired level by the 
simple, practically automatic, procedure. 

In conclusion the authors discuss the various 
anemic states and the therapeutic indications in 
each. ArtuurR S. W. Tourorr, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Davies, G. F. S.: Hodgkin’s Disease. Med. J. Aus- 
tralia, 1935, 1: 199. 


Of 2,473 patients coming to autopsy at the Royal 
Prince Alfred Hospital, Sydney, Australia, in a 
period of ten years, Hodgkin’s disease was the cause 
of the deaths of 8 (0.32 per cent).The author reports 
the cases of these 8 patients in detail with the au- 
topsy findings. Glands of the neck were involved in 
7; glands in the axille in 3; glands in the medi- 
astinum in 3; glands of the groin in 6; and glands of 
the abdomen in all. The spleen showed enlargement 
and the histological features characteristic of the 
disease in 7 cases; the liver was affected in 7 cases; 
and the lungs were involved in 3 cases. In 1 case a 
nodule of lymphadenomatous tissue was found in the 
medulla of a suprarenal gland. 

The author calls attention to the diagnostic im- 
portance of the recent work of Gordon who found 


that if a ro per cent emulsion of a lymph gland from 
a case of Hodgkin’s disease is injected into the brain 
of a rabbit, the animal will show symptoms of 
meningo-encephalitis after from two to six days. 
WALTER H. NADLER, M.D. 


Ritchie, H.: Lymphadenoma. 
1935, I: 197. 

The records of the Sydney Hospital show that 
during the ten years ending December 31, 1932, a 
diagnosis of lymphadenoma (Hodgkin’s disease) 
based on clinical evidence and/or the findings of 
biopsy or autopsy was made in fifty-three cases. 
Eight of the patients with the condition were in the 
first decade of life, sixteen in the second, seventeen 
in the third, seven in the fourth, and five in the fifth. 
Forty-four were males. The glandular enlargement 
began in the neck in 34 cases, in the axilla in 2, in the 
groin in 4, in the mediastinum in 2, and in the ab- 
dominal glands in 4. The duration of the disease 
ranged from seventeen weeks to six and one-half 
years. In a number of the more chronic cases there 
was a history of remission during which the patient 
felt comparatively well. Nevertheless, in all of the 
cases which could be traced the condition was fatal. 
The only constant blood change was a progressive 
secondary anemia in the later stages of the disease. 
At autopsy, gross invasion of surrounding organs 
was found in several cases. In one case a lung was 
almost completely destroyed by tumor growth. This 
shows the impossibility of drawing a sharp line be- 
tween the diseases of the lymphadenoma group. 

The author concludes that lymphadenoma is one 
of a group of diseases which intervene between the 
known granulomatoses and malignant disease. Its 
cause is not known. No relationship of the condition 
to tuberculous, spirochetal, mycotic, or viral in- 
fection has been established. The diagnosis depends 
upon clinical evidence, biopsy reports, and blood 
examinations. A persistent lymphocytosis should 
suggest an aleukemic lymphatic leukemia. As a 
confirmatory diagnostic measure in doubtful cases 
the intracerebral inoculation of rabbits with lymph- 
adenomatous tissue (producing encephalitis), which 
was described by Gordon, is recommended. 

WALTER H. Napier, M.D. 


Med. J. Australia, 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Gillies, Sir H. D., and McIndoe, A. H.: The Réle of 
Plastic Surgery in Burns Due to Roentgen 
Rays and Radium. Ann. Surg., 1935, 101: 979. 

Cases of radiodermatitis and radionecrosis con- 
stitute a formidable group because of the associated 
pain and distress, the intractability of the condition 
to conservative treatment, and their medicolegal 
importance. Many are a legacy of the times before 
adequate protection was provided while others are 
the result of over-treatment, poor protection, or 
heavy treatment of malignancy. The latent period 
explains why certain radiologists declare the condi- 
tion extinct. In the past fifteen years the authors 
have seen 100 cases and have operated on about 50. 
The condition is almost always surgical, and as some 
form of graft is usually required it falls within the 
field of plastic surgery. 

The cases are easily classified into the following 
3 groups: 

1. Those in which a single dose was given during 
a diagnostic procedure or treatment. The fact that 
in some of these the dose was not excessive suggests 
an individual susceptibility. 

2. Those in which frequent small doses were 
given over a long period of time for a condition such 
as lupus, acne, fibroids, or goiter. 

3. Those of professional workers, in most of which 
the condition had its origin before modern protection 
began. 

The effects are produced by the action of the 
roentgen rays on the cells of the irradiated tissues 
and may be aggravated by infrared or ultraviolet 
irradiation. The changes are caused by a progressive 
vascular obliterative process and a loss of function 
of cells according to their sensitivity. An excessive 
single dose may produce acute necrosis with a wide- 
spread inflammatory zone due to secondary infec- 
tion. In the chronic lesion slow contraction and 
absorption take place. Ulcers show little evidence of 
repair. Fixation to underlying muscle, tendon, or 
bone is not uncommon. When the chronic lesion is 
due to repeated small doses, the sequence of events 
is characterized by an insidious change in the quality 
and function of the skin and a slow depression in its 
vitality. Some or all of the peculiar features of 
telangiectasis, pigmentation, thickening and scar- 
ring of the corium, atrophy of the skin with dis- 
appearance of sweat and sebaceous glands and hair 
follicles, cracks and fissures, keratoses, and malig- 
nant growths make their appearance. Telangiectasis 
appears from one to three years after the damage, 
and pigmentation varies according to the patient’s 
skin. The skin may be smooth and mottled or 


leathery and dry. Keratoses are common, especiilly 
on the hand, and in the chronic case there is a tend- 
ency toward the development of epithelioma. 

Pain, itching, ulceration, deformity from con- 
traction, cosmetic appearance, and epitheliomatous 
change are the main indications for operation. The 
treatment consists of excision and repair. Too early 
grafting in acute or severely infected ulcers is haz- 
ardous and often gives poor results. The excision 
should extend into healthy skin in all directions 
Thick razor grafts, full thickness grafts, and flaps or 
tubed-pedicle grafts may be used, depending on the 
amount of tissue lost, the patient’s age and sex, the 
position of the defect, the cosmetic result desired, 
and the mechanical problem of transporting the 
graft to its new position. 

The authors prefer the razor graft or the pedicled 
flap method. They report, with illustrations, several 
cases as examples of the variously located lesions and 
their treatment. Tuomas W. STEVENSON, JR., M.D. 


Stewart-Wallace, A. M.: Progressive Postoperative 
Gangrene of the Skin. Brit. J. Surg., 1935, 22: 
042. 

The author reports a case of progressive post- 
operative gangrene of the skin which occurred as a 
complication of thoracotomy for empyema. He 
states that while the disease is rare in England, only 
one other case having been recorded in the literature 
of that country, a review of the literature of other 
countries disclosed the records of thirty-seven cases. 
Thirty cases were reported from America. 

In the author’s case, gangrene of the skin was first 
noted on the sixth day after the operation. The 
lesion gradually increased in size until at the time of 
the patient’s death, thirty-two weeks later, it 
involved the abdomen, the left side, the left side of 
the neck, and practically the entire back from the 
occiput to the waist. 

Of the thirty-seven cases reported in the literature 
of countries other than England, the gangrene 
followed the drainage of a purulent infection in 
thirty-three. In twenty-one of the latter the drain- 
age was established for an appendical abscess and 
in six for empyema. 

The lesion begins with soreness, redness, and 
edema about a small part of the wound and grad- 
ually spreads. During the second or third week 
necrosis occurs in the center. Black leathery 
sloughs are formed, which, on separating, leave a 
relatively healthy base covered with granulation 
tissue. The muscles and deeper tissues are not 
involved. The edges of the lesion are raised, under- 
mined, and edematous. The process extends slowly 
but steadily. A marked feature is exquisite tender- 
ness of the active edges. In most cases the tempera- 
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ture ranges from 99 to ror degrees F. and the 
patient suffers from exhaustion, lack of sleep, and 
pain rather than from toxemia. 

The work of Meleney demonstrated that the 
disease is due to the symbiotic activity of a micro- 
aérophilic streptococcus present in the exudate from 
the wound and a non-specific staphylococcus intro- 
duced from without. The former belongs to a 
group called by Prevot the “streptococcus evolutus” 
as it is anaérobic on first culture, but after a number 
of transfers can grow aérobically. This organism is 
found frequently in the human intestine and in 
peritoneal exudates. Prevot found it in the pus of 
all of a series of cases of lung abscess and bron- 
chiectatic cavities. It is significant that thirty-four 
of the thirty-eight reported cases of progressive 
gangrene occurred after operations involving con- 
tamination with intestinal organisms or after 
empyema. 

The only therapy which seems effective is radical 
excision of the ulcerating edge beyond the advancing 
margin in a zone of healthy skin and subcutaneous 
tissue. The cautery knife is to be preferred for this 
purpose as hemorrhage is lessened by its use. In 
most cases excision of the base of the lesion is not 
necessary. Skin grafting may be performed later, 
but as a rule islands of epithelium which are left in 
the center of the ulcer proliferate rapidly and healing 
occurs spontaneously. 

An extensive bibliography is appended. 

ArTHUR S. W. Tourorr, M.D. 


Jacobovici, J., and Muresan, J.: The Causes of 
Postoperative Deaths in the Eleven Years from 
1922 to 1932 in the Surgical Clinic at Klausen- 
burg (Postoperative Todesursachen in 11 Jahren 
1922-1932 in der chirurgischen Klinik Klausenburgs). 
Rev. Chir., 1934, 37: 360. 

In the eleven years from 1922 to 1932, inclusive, 
17,552 Operations were performed in the Surgical 
Clinic at Klausenburg, with 1,134 deaths, a mortal- 
ity of 6.3 per cent. Of 308 patients subjected to 
trephination of the skull, 81 (26 per cent) died. 
More than half of the deaths were due to the injuries 
sustained (basal skull fractures, etc.). In 42 cases in 
which operation was performed for brain tumor there 
were 19 deaths. The causes of these deaths were 
operative shock in 13 cases, meningitis and pul- 
monary complications in 2 cases each, and brain 
softening and heart failure in 1 case each. 

In 462 cases in which thyroidectomy was done 
there was a mortality of 4.6 per cent (22 deaths). 
With the exception of 4 hopeless cases, the chief 
causes of death were bronchopneumonia and cardiac 
insufficiency (3 cases each) and mediastinitis (2 
cases). 

Of 53 cases in which thoracoplasty was done, 
death resulted in 9 (14 per cent). One of the deaths 
was due to rectal ether anesthesia and 1 to intracta- 
ble singultus. 

Of 253 patients operated upon for empyema, 39 
(15.4 per cent) died. 


Of the 8,707 patients subjected to abdominal 
operations, 629 (7 per cent) died. Resection for non- 
perforated gastric or duodenal ulcer was done in 408 
cases, with 53 deaths, a mortality of 13 per cent. 
The most frequent causes of death were leakage and 
hemorrhage, which occurred in 11 cases each, and 
peritonitis and pulmonary complications, which 
occurred in 8 cases each. One death was due to gis 
gangrene following the subcutaneous infusion of salt 
solution. Of 1o2 cases of perforated ulcer, gastric 
resection was done in 47, with death in 9 (19.9 per 
cent), and gastro-enterostomy in 49, with death in 
18 (34.5 per cent). In the 6 remaining cases other 
operations were performed with death in 3 (50 per 
cent). The high mortality of gastro-enterostomy is 
explained by the fact that this operation was done 
only in the most serious cases. Fifteen deaths were 
due to peritonitis and 4 to pneumonia. 

Operation for carcinoma of the stomach was per 
formed in 194 cases. In 67 cases in which resection 
was done there were 21 deaths, a mortality of 35 per 
cent. In 74 cases in which gastro-enterostomy was 
performed, there were 15 deaths, a mortality of 20 
per cent. In 52 cases in which an exploratory 
laparotomy was done, there were 4 deaths, a 
mortality of 9 per cent. The average mortality was 
therefore 20 per cent. Death was caused by peri- 
tonitis in 7 cases, leakage in 6, and heart failure in s. 

Among the most serious operations were those for 
peptic ulcer of the jejunum. Of 28 patients operated 
upon for such a lesion, 14 died. 

In cases of gastric ulcer, gastro-enterostomy was 
done only when resection was impossible. Of 381 
patients treated by gastro-enterostomy, 29 (8 per 
cent) died. Death was due to pulmonary tubercu- 
losis and heart failure in 5 cases each, to pulmonary 
complications in 4 cases, and to perforation of the 
ulcer and postoperative hemorrhage in 3 cases each. 

Appendicitis was the indication for 3,665 opera- 
tions (20.5 per cent of the total number). In 2,107 
cases of simple acute appendicitis, the mortality was 
0.14 per cent (3 deaths). The cause of death was 
peritonitis in 2 cases and uremia in 1 case. In the 
cases of perforated appendicitis the mortality was 11 
per cent, and in the cases of generalized peritonitis, 
23.5 per cent. 

Of 321 patients subjected toa gall-bladder opera- 
tion, 37 (11.5 per cent) died. In the 213 cases in 
which simple cholecystectomy was done there were 
18 deaths, a mortality of 8.4 per cent. Five of the 
deaths were due to hepatic insufficiency and 2 to 
postoperative tetanus. Cholecystostomy and chol- 
edochotomy had a mortality of 38 per cent. Nearly 
all of the deaths following these operations were due 
to liver insufficiency. 

Of 39 patients subjected to splenectomy, 13 (33.3 
per cent) died. 

In 13 cases in which operation was performed for 
acute pancreatitis there were 6 deaths, a mortality 
of 46.1 per cent. 

In 13 cases of operation for obstruction of the large 
intestine there were 2 deaths. 
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For carcinoma of the rectum, 12 colostomies were 
done, with 3 deaths, and 15 extirpations or amputa- 
tions, with 4 deaths. The cause of death was pneu- 
monia in 3 cases and heart failure in 2. 

In 2,027 cases in which operation was performed 
for simple hernia there were 6 deaths, a mortality of 
0.29 per cent. The deaths were due respectively to 
heart failure, cerebral embolism, pulmonary em- 
bolism, peritonitis, sepsis, and ileus. In 61 cases of 
operation for simple umbilical hernia there were 4 
deaths, a mortality of 7 per cent. These deaths were 
due respectively to pulmonary embolism, cardiac 
insufliciency, pneumonia, and an unknown cause. In 
332 cases in which operation was performed for an 
incarcerated hernia, the mortality was 15 per cent 
(50 deaths). 

One hundred and eight nephrectomies were per- 
formed with g deaths, a mortality of 8.3 per cent, 


and 44 nephropyelotomies with 2 deaths, a mortality 
of 4.5 per cent. 

In 190 cases in which prostatectomy was done 
there were 18 deaths, a mortality of 9.4 per cent 
Fight of the deaths were due to ascending infection, 
4 to heart failure, and 2 to general sepsis. In o; 
cases in which only cystostomy was done there were 
17 deaths, 10 of which were due to uremia and 2 each 
to pneumonia, heart failure, and pulmonary em- 
bolism. Of got patients operated upon for bladder 
stone, 5 (5.7 per cent) died, 2 of pulmonary com 
plications and 1 each of uremia, sepsis, and general 
cachexia. 

The Albee operation was done 61 times with 1 
death. In 56 cases in which other laminectomies - 
were performed there were to deaths, all due t 
ascending infection of the urinary tract. 

(WouLGEmuTH). LEO M. ZIMMERMAN, M.D. 





PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Bozzetti, G.: The Practical Realization of Stratig- 
raphy (La realizzazione pratica della stratigrafia). 
Radiol. med., 1935, 22: 257. 

“Stratigraphy,” a method of roentgenography in 
which there is a dissociation of the shadows, was 
first suggested by Vallebona in 1930. It consists 
essentially in taking roentgenograms at different 
angles by rotating the X-ray tube about a fixed axis 
passing approximately through the center of the part 
under examination, the theory being that the parts 
in the axis will be reproduced very distinctly 
whereas the other parts will be reproduced poorly. 

The author describes, diagrams, and explains his 
technique. He states that, while the images are pro- 
jected at peculiar angles, it is probable that after 
they have been subjected to further study their 
interpretation will be improved, especially as 
stratigraphy is based on mechanical and mathe- 
matical principles. A. Louts Rost, M.D. 


Stewart, W. H., and Illick, H. E.: The Advantages 
of Intensified Oral Cholecystography. Am. J. 
Roentgenol., 1935, 33: 624. 

The authors state that the shortcomings of the 
Graham test—faint shadows or questionable indefi- 
nite shadows of non-calcified gall stones and espe- 
cially absence of shadows—may be obviated in large 
measure by using their method of intensified oral 
cholecystography. The technique of this method is 
based upon three factors: 

1. Increasing and fractionating the total dose of 
tetra-iodophenolphthalein. 

2. The free administration of sugar preceding and 
during the roentgen examination. 

3. The use of a fast Potter-Bucky diaphragm 
and an exact exposure technique. 

The technique is described in detail and chole- 
cystograms made by the authors’ method and the 
usual method are compared. The authors believe 
that the additional time consumed in making the 
modified test is well compensated for by the accurate 
detailed information obtained. 

ApoLpH Hartunec, M.D. 


Gallavresi, L.: Roentgenological Study of the Nor- 
mal and Pathological Satellite Shadows of 
the Ribs (Studio radiologico delle ombre satelliti 
costali normali e pathologiche). Radiol. med., 1935, 
$23 369. 

In 1903 Albers-Schoenberg called attention to the 
presence of a narrow band of increased density, 
about 2 mm. wide, which was seen to follow the infe- 
rior margin of the second rib. Because of its char- 
acteristics he called it a “satellite shadow of the 


second rib.” It was usually found to be bilateral. 
Later observers noted similar configurations in rela- 
tion to the first and third ribs. 

Various interpretations and suggestions have been 
offered regarding the nature of these shadows. 
Albers-Schoenberg believed that they represented 
the compact tissues overlying the apex of the lung, 
whereas later observers thought them to be due to 
a thickening of the dorsal apical wall of the lung. 
Knutsson suggested that they were due essentially 
to the endothoracic musculature. 

After a thorough and systematic investigation of 
the problem, Gallavresi reaches the conclusion that 
the pleura contributes also to the genesis of these 
shadows. He proposes that they be called “pleuro- 
muscular shadows of the thorax.’’ He discusses the 
frequency of their occurrence in relation to the 
various ribs and describes their normal morpho- 
logical aspects. 

He concludes that in pathological conditions the 
normal relation of the anatomical substrate to the 
morphological aspect of the shadows is often pro- 
foundly altered or entirely abolished. The morbid 
process with its anatomicopathological manifesta- 
tions (exudates, infiltrates, neoplasms) may deter- 
mine to a greater or lesser extent the degree of 
opacity of the satellite shadow or affect the demar- 
cation of its contour. 

The morphological changes of these shadows are 
not specific in appearance for the various morbid 
conditions. However, there seems to be a certain, 
though not constant, parallelism between the char- 
acter of the morphological change and the mechan- 
ism of its formation. Thus, it is much easier to 
detect altered satellite shadows in proliferative, in- 
filtrative, and cicatricial processes than in conditions 
such as a pleural effusion. The latter condition is 
characterized by changes referable primarily to an 
increase in the width and extension of the shadow 
without affecting its pulmonary contour. 

In the differentiation of normal and pathological 
satellite shadows, changes in width and extension 
are of value only when they have reached a certain 
degree. By carefully comparing both sides valuable 
information is gained and differentiation may be 
possible even though the shadows are bilateral. 

Changes in the pulmonary contour of the satellite 
shadows in the form of saw-like indentations or 
festoons are, on the other hand, always unmistakable 
indications of the presence of a morbid condition. 
Certain characteristic triangular configurations are 
indicative of the presence of accessory lobes. 

The site of the shadows is also a valuable criterion. 
The author attributes a pathological significance to 
any shadow with an unusual anatomical location. 

RICHARD E. SoMMA. 
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RADIUM 


Nicholson, D.: Types of Malignant Disease Treated 
by Radium at the Cancer Relief and Research 
Institute in Manitoba. Canadian M. Ass. J., 


1935, 32: 402. 


The author reviews 836 cases in which radium 
treatment was given in the three-year period ending 
March 31, 1934. He makes some general remarks 
relative to the diagnosis in the different groups and 
then describes the technique employed in the treat- 
ment of each group. 

The cases of cancer of the lip, tongue, pharynx, 
and tonsil are summarized in tables which give the 
length of time elapsing between the initial symptom 
or sign and the first treatment, the size of the tumor 
at the time the patient entered the clinic, the pres- 
ence or absence of palpable lymph nodes, and some 
of the results. When biopsy was done the cases 
were graded by Broder’s method. 

The cases of cancer of the cervix are tabulated 
with regard to the age incidence of the condition, 
the stage of development of the lesion according to 
the international classification, and the mortality 
in the different groups during a two-year period. 
The technique employed in the radium treat- 
ment is described and the advantages of combining 
roentgen irradiation with radium irradiation in cases 
of cancer of the uterine cervix are discussed. 

Apo_pH Hartunc, M.D. 


MISCELLANEOUS 


Jorge, J. M., and Dietsch, J. R.: Heliotherapy 
(Helioterapia). Semana méd., 1934, 41: 1733. 

This is a general review of heliotherapy, beginning 
with the history which is said to go back to pre- 
historic days when the cave dwellings were opened 
toward the south or east to permit entrance of the 
sun’s rays. The history is traced down to the work 
of Rollier in the treatment of tuberculosis. The 
mechanism of action of light on the various systems 
and functions of the body is discussed, and the 
authors’ work at the solarium of Mar del Plata jis 
described with illustrations. At Mar del Plata, 
heliotherapy is used largely for tuberculosis. The 
technique employed is described. It is preferable to 
give the treatment in the open air in gardens or on 
beaches, but it can be given also in covered solar- 
iums. The patient’s head should be covered. 

The relationship demonstrated between an excess 
of cholesterin in cancer tissue and the photo- 
activitity of cholesterin has led Roffo to undertake a 
crusade against sunshine treatment. The authors 
believe, however, that heliotherapy is of great 
value, and that if the proper technique is used and 
the contra-indications are observed it does no harm. 
It is contra-indicated by poorly compensated heart 
lesions, progressive pulmonary tuberculosis, ad- 
vanced amyloid degeneration, and insufficiency of 
the kidneys and liver. Auprey Goss Morean, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Coonse, G. K., Foisie, P. S., Robertson, H. F., and 
Aufranc, O. E.: Traumatic and Hemorrhagic 
Shock. An Experimental and Clinical Study. 
New England J. Med., 1935, 212: 647. 

Shock has been divided into primary and second- 
ary shock chiefly on the basis of the clinical findings. 
Primary shock may be described as a condition of 
great circulatory collapse which is sudden in onset 
and usually associated with loss of consciousness. 
It is often caused by a stunning blow or serious dis- 
turbance of the central nervous system, and may be 
likened to a state of syncope or collapse. Secondary 
shock is characterized by low arterial blood pressure, 
a rapid and thready pulse, shallow, rapid, or irregu- 
lar respirations, general restlessness, an insatiable 
thirst, coldness and often pulselessness of the ex- 
tremities, and other evidences of a marked circula- 
tory disturbance. Unlike primary shock, secondary 
shock is usually associated with a relatively clear 
mental state. It follows moderate or severe injuries, 
particularly those involving a good deal of muscle 
tissue and causing repeated small or severe hemor- 
rhages. 

No one theory will explain all of the phenomena 
observed in secondary shock. Of the numerous 
factors involved in the development of the condition 
the most important are depression of the vital 
centers, loss of blood volume, and the vicious cycle 
of anoxemic acidosis. 

On the basis of experimental data it has been 
found possible to differentiate traumatic and hemor- 
thagic shock. Traumatic shock is characterized by 
increasing acidosis and concentration of the blood— 
a relative increase of cells over serum. In acute 
hemorrhagic shock, the effects of which are due en- 
tirely to loss of circulating blood volume, no acidosis 
develops and there is a relative increase of serum 
over cells. 

As the blood volume decreases, the effectiveness 
of the peripheral circulation is steadily diminished. 
Interference with the function of the vital centers 
rapidly ensues. Depression of the respiratory center 
causes a decrease in the chest and abdominal excur- 
sions resulting in a diminution of the normal nega- 
tive intrapleural pressure. The return of blood to 
the heart is diminished as blood collects in the ab- 
dominal viscera and large venous radicals and in the 
smaller peripheral vessels. The decrease in the 
oxygen exchange in the periphery tends to create a 
vicious cycle of increasing anoxemic acidosis, the 
vital centers becoming still further depressed. 

The depressing and toxic effects of laked blood 
and traumatized muscle on the higher centers have 


been demonstrated in experiments on animals. 
Hemolysis has been shown to be constant in trau- 
matic shock. 

In the determination of the treatment to be given 
the differentiation of traumatic and hemorrhagic 
shock is essential. Acute hemorrhagic shock is best 
treated by replacing the lost blood with whole blood. 
However, less severe cases respond satisfactorily to 
the intravenous administration of saline solution, 
glucose, or gum acacia. Traumatic shock or slow 
hemorrhagic shock is best treated by the intra- 
venous administration of alkali or a combination of 
alkali and whole blood. The alkaline solution not 
only prevents acidosis but also serves as a direct 
stimulant to the cells of the respiratory and other 
centers. Alkali increases the rate of dissociation of 
oxyhemoglobin and improves the peripheral blood 
flow. In some cases supplementary inhalations of 
carbon dioxide and oxygen may be indicated for 
mechanical and chemical effects. 

There is great danger in the administration of 
large doses of morphine in the treatment of shock, 
especially in the later stages. In this condition 
morphine diminishes the function of vital centers 
already seriously depressed. The harmful effect of 
large doses of morphine far outweighs their bene- 
ficial effect—the reduction of painful sensory stimuli. 

SAMUEL Kaun, M.D. 


Orbach, E.: The Pathogenesis of So-Called ‘‘Trau- 
matic Edema’’—Neurotic Acro-Edema (Ueber 
die Pathogenese des sogenannten “traumatischen 
Oedems’”—neurotisches Akrooedem). Monatsschr. 
f. Unfallheilk., 1934, 41: 481. 

The author refers, not to the ordinary traumatic 
edema of the dorsum of the hand or foot which dis- 
appears sooner or later, but to that which persists 
permanently, varies in severity, and is independent 
of the gravity of the injury, occurring at times after 
quite trivial traumas. Among others, Patry, Fischer, 
and Kaufmann, have claimed that it is usually false. 
The author differs with them on the basis of a case 
which he reports in detail. As section in this case 
revealed nothing pathogenetic, the traumatic edema 
was believed to be the result of a hysterical paralysis 
of the arm. 

On the basis of findings in apoplectics, the work of 
Anton, Bing, and others, and demonstrations in the 
field of neurology, Orbach concludes that so-called 
traumatic edema is a trophoneurosis of the autonomic 
nervous system (Kienbock, zur Verth). There are 
two forms: (1) that which is caused by considerable 
trauma and produces an irritative condition in a 
certain part of the peripheral nervous system which 
in turn provokes abnormal reflexes in the vasomotor 
tracts (Braeucker); and (2) the so-called neurotic 
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acro-edema (Orbach) which shows no evidence of 
somatic trauma and occurs only in neuropathic per- 
sons, in whom it leads to loss of control of the deep 
vasomotor centers. 

(FRANZ). Leo M. ZimmMeRMAN, M.D. 


Ahlbom, H. E.: So-Called Mixed Tumors of the 
Mucous and Salivary Gland Type Occurring in 
the Skin and Subcutis and Their Treatment 
(In der Haut und Subcutis lokalisierte sog. Misch- 
tumoren vom Typ der Schleim- und Speicheldrue- 
sengeschwuelste und ihre Behandlung). Acta radiol., 
1935, 16: 178. 

So-called mixed tumors of the parotid type occur 
in the skin and subcutis. They are usually benign. 
They are most frequent in the skin of the face, but 
occasionally are found on the trunk and extremities. 
Two such tumors on the face and one on the sole of 
the foot have been treated at Radiumhemmet. In 
all, a certain degree of malignancy was demon- 
strated by histological examination. 

Clinically, these malignant so-called mixed tumors 
may be taken for skin cancer of the common types. 
As in cases of mucous and salivary gland tumors in 
general, radiosurgery is the best method of treat- 
ment. Tumors consisting partly of myxomatous and 
partly of cartilage-like tissue are usually only slightly 
radiosensitive. However, certain tumors with a more 
simple structure, such as fibro-epitheliomas, may be 
radiosensitive and therefore treated successfully by 
irradiation alone. 


Hintze, A.: Where Are We Steering in the Treat- 
ment of Cancer? Reflections on the Most 
Successful Methods of Treatment (Wohin 
steuern wir mit der Krebsbehandlung? Betrach- 
tungen ueber die erfolgreichsten Behandlungs- 
methoden). Deutsche med. Wehnschr., 1934, 2: 1910. 

In general, the limits of the operative treatment of 
cancer were recognized at the turn of the century, at 
least to the extent that they could be determined 
from the mortality of major operations and the in- 
cidence of three-year freedom from recurrence in 
several of the larger groups of cases such as those of 
cancer of the breast and those of cancer of the uterus. 

In the three subsequent decades it was possible, in 

cases of certain types of tumors, for only a few 

especially experienced surgeons to lower the primary 
mortality further to any considerable extent. With 
regard to permanent results from operative treat- 
ment, the limits were believed to be quite narrow. 
During this period irradiation therapy became wide- 
ly used, at first for inoperable tumors and inoperable 
recurrences. In the treatment of skin cancer it was 
widely employed even in operable cases. In many 
places it was used in preference to surgery also in 
operable cases of cancer of the cervix with good re- 
sults. The longer delay in its application to cases of 
operable malignant tumors is explained by the 
variety of conditions and the greater difficulties 
presented in such cases and the at first apparently 
unreliable results of irradiation. With increasing 
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experience and improvement in the technique of the 
treatment a change with a definite direction and 
significance has taken place. Our observations show 
us the course to pursue and we already see in the 
distance the goal toward which we are striving. 

In the Surgical Clinic of the University of Berlin 
and the associated Roentgen-Radium Institute 
during the years 1912 to 1920, inclusive, 37.5 per 
cent of the skin carcinomas and 45.8 per cent of the 
breast carcinomas were treated exclusively by surg- 
ery. In the years 1928 to 1932, inclusive, 10.8 and 
13.5 per cent of these tumors, respectively, were 
treated by surgery alone and 89.2 and 86.5 per cent, 
respectively, were treated by irradiation alone or 
combined. 

Similar changes occurred in the treatment of 
sarcoma. In the period from 1914 to 1927, inclusive, 
30.8 per cent of the cases were treated by surgery 
alone, whereas in the period from 1928 to 1930, in- 
clusive, 12.6 per cent were treated by surgery alone 


_and 87.4 per cent were treated by irradiation alone 


or combined. 

The percentage of cases of carcinoma of the 
mucous membranes treated by surgery alone also 
decreased considerably in the second period. The 
incidence of radical operation decreased from 59.3 to 
40.1 per cent and that of palliative operation from 
90.8 to 61.1 per cent. In the period from 1928 to 
1930, inclusive, 49.1 per cent of the cases of car- 
cinoma of the mucous membranes were treated ex- 
clusively by operation and 50.9 per cent by irradia- 
tion alone or combined. In the period from ror4 to 
1927, inclusive, treatment by irradiation alone was 
given in only 12.9 per cent of the cases, whereas in 
the period from 1928 to 1930, inclusive, it was given 
in 42.9 per cent. 

In the second period more than half of all cases of 
carcinoma of the skin and sarcoma were treated ex- 
clusively by irradiation whereas, of the cases of 
carcinoma of the mucous membranes, more than 57 
per cent, and of the cases of carcinoma of the breast, 
nearly 83 per cent (practically all operable cases), 
were still treated first by radical operation. The in- 
creasing use of irradiation in the treatment of cancer 
was justified by increasing improvement in the 
results. 

In cases of carcinoma of the skin the end-results 
obtained by primary irradiation have been better 
than those obtained by primary operation. Of the 
cases treated by primary operation in the period from 
1921 to 1927, inclusive, freedom from symptoms for 
five years was obtained in 54.1 per cent, but irradia- 
tion for recurrence was necessary in one-third, 
whereas of the cases treated by primary irradiation, 
a five-year cure was obtained in 46.9 per cent in spite 
of the fact that these cases included all those which 
were inoperable. A higher incidence of successful 
results from primary irradiation has been reported 
only by Nielsen of Copenhagen (50 per cent from 
treatment with radium alone) and from 2 dermato- 
logical clinics (Miescher, 51.4 per cent from roentgen 
treatment, and Arzt and Fuhs, 54.5 per cent from 
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radium irradiation sometimes supplemented by 
electrocoagulation). 

A skin carcinoma which is not too extensive or too 
deep is destroyed most conservatively and perma- 
nently by irradiation. As a rule superficial lesions 
require only 1 irradiation. This may be given with 
equally good results with the roentgen rays, radium, 
or a radium substitute. Large and deep tumors are 
best treated by first reducing the size of the neoplasm 
by roentgen irradiation and then destroying the re- 
mainder with radium. In certain cases of advanced 
growth, especially those with extensive bone in- 
volvement, wide removal of the destructive lesion by 
surgery is indicated in addition to the irradiation. 
Plastic covering of the defect should not be attempt- 
ed for some time. Irradiation improves the results of 
operation not only by preventing and destroying 
recurrences, but also by removing the less favorable 
cases from the operative group. Irradiation is an 
important aid in the improvement of the end-results 
of operation. 

(ArTHUR Hintze). Leo M. ZmmMerMAN, M.D. 


Paviot, J., Levrat, M., and Guichard, A.: Eosino- 
philia of the Blood in Cases of Malignant 
Tumor. A Case of Perirenal Reticulosarcoma 
with Eosinophilia of the Blood and of the 
Tumor. (L’éosinophilie sanguine des tumeurs 
malignes. A propos d’un cas de réticulosarcome 
périrénal avec éosinophilie sanguine et tumorale.) 
Ann. d’anat. path., 1935, 12: 113. 

The case reported was that of a man fifty-five 
years of age who came for treatment for a tumor in 
the left hypochondrium. Operation disclosed a 
large tumor completely enveloping the left kidney. 
On histological examination the neoplasm was found 
to be a reticulosarcoma containing large numbers of 
eosinophiles. The blood showed 90,000 leucocytes, 
74 per cent of which were eosinophiles. Of the latter, 
46 per cent were polynuclear eosinophiles and 28 per 
cent young eosinophile monocytes. The tumor 
tissue presented a whole range of eosinophile cells, 
including normal polynuclear eosinophiles, poly- 
nuclear eosinophiles with only a few granules, free 
monocytes with eosinophile granulations, and 
reticulate cells, endothelial cells, and fibroblasts, all 
containing oxyphile granulations. Some of these, 
in their form and structure, with their clear and 
elongated nuclei, resembled reticulo-endothelial cells. 
The authors believe that there must have been some 
connection between this series of eosinophile cells 
in the tumor and the enormous eosinophilia in the 
blood. The condition could hardly have been the 
chance association of an eosinophile leukemia and a 
reticulosarcoma as both are too exceptional for 
them to have occurred together by chance. The 
tumor must have been the direct cause of the 
eosinophilia. 

Only a few cases of malignant tumor accompanied 
by an extremely high eosinophilia have been re- 
ported in the literature. The authors give brief 
abstracts of the records of ten cases which were all 


they were able to find in the literature. In none of 
these cases were there any of the usual causes of 
eosinophilia. Examination for parasites was nega- 
tive as in the authors’ case. The eosinophilia was not 
confined to any special histological type of tumor. 
There are two theories with regard to the develop- 
ment of eosinophilia in the blood in malignant 
tumor: one, that the eosinophiles are produced in 
the bone marrow and carried to the tumor second- 
arily; the other, that they are formed directly in 
the tumor by eosinophile transformation of the con- 
nective tissue cells of the tumor, the newly-formed 
eosinophile cells then passing into the blood. The 
authors’ case with its whole range of eosinophile 
cells in the tumor and the many mononuclear 
eosinophiles in the blood supports the second 
hypothesis. AuprEY Goss Morean, M.D. 


Daniel, C., and Babés, A.: Liposarcoma with 
Metastases. The Abdominal Liposarcoma With 
Ovarian Metastases (Du liposarcome avec métas- 
tases. Le liposarcome abdominal avec métastases 
ovariennes). Gynécologie, 1935, 34: 5- 

Liposarcoma and malignant lipoma are rare, and 
metastases from such tumors are very unusual. In 
the literature the authors were able to find only one 
case of liposarcoma with metastases (reported by 
Nienhuis in 1925) and one case of malignant lipo- 
sarcoma with metastases (reported by Lubarsch in 
1925). 

The authors report a case of liposarcoma with 
metastases which occurred in a woman forty-three 
years of age. The chief symptoms and signs were 
ascites, marked weakness, and chronic constipation. 
Examination disclosed a pelvic tumor. The neo- 
plasm was diagnosed as a tumor of the right adnexa 
and believed to be malignant. At operation, a tumor 
of the great omentum was found. The patient died 
five days after the operation. Pathological examina- 
tion showed the neoplasm to be a liposarcoma 
primary in the great omentum which had formed 
metastases in the ovaries, fallopian tubes, and 
broad ligaments. 

In the case reported by Nienhuis the site of the 
primary tumor was not determined. The mesentery, 
retroperitoneal tissue, pancreas, mediastinum, dura 
mater of the brain and spinal cord, and marrow of 
the femur were involved. In the case reported by 
Lubarsch the primary tumor developed in the 
kidney and formed numerous metastases. 

The authors believe that in their case the metas- 
tases were due to direct transplantation. The 
metastases in the ovary invaded the entire organ 
and were very evidently malignant. The histo- 
logical findings were similar to those in the case re- 
ported by Nienhuis. The cells were definitely of 
adipose tissue origin. They were of two types: (1) 
immature lipoblastic adipose tissue cells, and (2) 
cells grouped in vesicles which showed a marked 
polymorphism and contained fat. Among the latter 
were many large cells with multiple nuclei. The 
metastatic tumors showed numerous lipoblasts. 
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Lipoblasts are the characteristic cells of liposar- 
coma. The adipose vesicles with polymorphic cells 
(largely giant cells) which were found in the authoys’ 
case were not noted in the case reported by Nien- 
huis. ALICE M. MEYERS. 


DUCTLESS GLANDS 


Kutscherenko, P. A., and Maislisch, R. M.: Ana- 
tomical Insu fficiency of the Parathyroid Glands 
and Symptoms of Spasmophilia in Cases of 
Blastoma (Die anatomische Insutlizienz der Gl. 
parathyreoideae und Anzeichen von Spasmophilie 
bei Blastomkranken). Acta med. Scand., 1935, 85: 
So. 


A careful pathologicomorphological study of 
blastoma material showed that, in addition to the 
characteristic changes in the endocrine system in 
general, there were definite indications of anatomical 
insufliciency of the parathyroid glands. The latter 
included a smaller than normal number of para- 
thyroid glands (two instead of four in most cases), 
small size, and very frequently congenital dystopia 
of those glands, and the occurrence in young persons 
of certain histological and cytological changes char- 
acteristic of old age. Acidophilia of the parathyroid 
giands was found in about 66 per cent of the cases, 
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and fibrosclerosis and lipomatosis of the stroma were 
present in about 75 per cent. Consideration of all 
of the findings indicated that insufficiency of the 
parathyroid glands was present in about 8o per cent 
of the cases. 

This insufficiency of the parathyroid glands led 
to the conclusion that the clinical symptoms of 
blastomatosis may include also symptoms of spasmo- 
philia. This conclusion was supported by clinical 
observations. 

The diagnosis of spasmophilia should be based not 
only on physicochemical findings but also, and 
especially, on clinical evidences of neuromuscular 
irritability, such as the Chvostek, Weiss, and Trous 
seau signs. 

Of the cases of blastoma studied, symptoms of 
spasmophilia were present in about 81 per cent. In 
other conditions they were much less common, their 
incidence in pregnancy being 43.3 per cent, in ulcer, 
32.2 per cent, and in normal persons 2.5 per cent. 

These clinical symptoms are in complete agree- 
ment with the pathologicomorphological changes in 
the parathyroid glands. 

In addition to the other symptoms and the usual 
biological tests, the symptoms of a ‘latent spasmo 
philia” may be of aid in the differential diagnosis of 
malignant tumors. Joun W. Brennan, M.D 
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